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HOSPITAL CONSTRUCTION AT THE UNITED STATES NAVAL HOSPITAL, NEW YORK 


Plenty of Light and Air Distinguish the Hospital Structures Built in Brooklyn to Care for 
the Enormously Increased Numbers of Men—Government Care Extends 
Through Convalescence Involving New Feeding Problems 
Which a Cafeteria System Solved 


By GEORGE A. LUNG, Captain, 







MEDICAL Corps, TNITED States NAvy 













HE facilities at the United States Naval Hos- Of prime importance was the consideration that 
pital, New York (Brooklyn), were found the building space was abundant, as contrasted 
inadequate to take care of the increased number’ with civilian hospitals in this neighborhood. 













of patients brought Plenty of naturai light 
about by the increased and ventilation were 
personnel of a _ larger a readily afforded, inas- 





much as the conserva- 
tion of space was not of 
prime import. The 
specifications called for 
ample space and sun 
porches, as well as spe- 
cial conveyances for 
transportation from floor 
to floor. Arrangements 
were made for proper 
isolation rooms and 
noise-proof rooms for 


navy and the influx of 
patients from the war 
zone. Preparations were 
therefore necessarily 
made for additional 
structures. To set forth 
a comparative display of 
the number of patients 
cared for in the U. S. 
Naval Hospital, Brook- 
lyn, N. Y., the following 
figures may be of in- 







































terest. the care of delirious med- 
Number of patients Fig. 1. Hospital wings, building D., United States Naval ical — and such — 
eared for in 1916... 1,604 Hospital, Brooklyn. tal cases as may tempo- 
Number of patients cared rarily come under the 
lt aden t needkeuiviiciiesditn keamenkde an 5,913 hospital’s care. Arrangements were made for 
Number of patients cared for from the beginning of special diet kitchens and preparations made for 
the war, April 1, 1917, to November 14, 1918... .28,826 linen storage and large sized offices for nurses. 
The design for the new building was planned Another feature of great importance presented 






by Mr. Grant LaFarge, consulting architect, New _ itself for consideration, namely, that the patients 
York. The general arrangement of the buildings at the naval hospitals remain in these institutions 
was in the form of a letter M with three wings from the onset of their illness until they are fully 
of two floors each and facilities for the care and recovered and able to return to their usual voca- 
treatment of approximately five hundred patients. tions. The government is considered to be in a 
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paternal position, handling patients as members 
of one great family. As far as is practicable, 
provision has to be made for the care and feeding 
of walking patients as well as for the patients 
who are in bed. With this in view, a complete 
cafeteria system was installed in the main mess 
hall so that each man waits on himself and has 
the opportunity to get food just as it is served, 
thus saving the great amount of labor that would 
be required in serving. This system works so 
well that between four and five hundred patients 
can be served within an hour and a half. 

The general dimensions of the main building 
are as follows: 163 by 29 feet, with three ward 
wings, 29 by 150 feet, and varying in height from 
25 to 43 feet; also two wings 29 by 20 feet and 
55 feet in length and 45 and 36 feet in height, 
respectively. The mess hall wing is 43 by 57 feet 

















Fig. 2. Cleaning up in the lavatory of building D. 


by 36 feet in height, with solariums on the south 
end. The building is composed of brick piers and 
terra cotta curtain walls. Partitions on the in- 
side of the building are composed of gypsum and 
terra cotta blocks. This building is covered by a 
wooden roof composed of trusses of long leaf pine 
(yellow) sheathed with a %-inch by 6-inch pine, 
formed into hips and ridges for drainage and 
covered by 5-ply tarred felt and slag. 

The footings, foundation walls, pipe galleries, 
floor constructions, and the roof over the dining 
room wing are composed of reinforced concrete 
T beams, with the spaces between the stems filled 
with terra cotta blocks. The stairs are built of 
reinforced concrete and finished with slate 
threads. The doors to the elevator shaft, all 
doors opening on the roof, and dumbwaiter 
doors are kalamein or fireproof. 
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Portland cement stucco was used on all ex- 
terior wall surfaces, including the tent house and 
the ceiling of the driveway and solariums; water- 
proof cement was used in the kitchen floors, bath- 
rooms, pantries, diet kitchens and _ sterilizing 
rooms; patent plaster was put on all other walls 
and ceilings. 








This shining, up-to-date kitchen is the galley of building D 


Fig. 3. 
of the naval hospital at Brooklyn. 


The window frames and sashes are made of 
thoroughly seasoned clear white pine. The 
sashes are arranged in tiers, and pivot at the 
sides near the bottom without transom bars. The 
meeting rails are rebutted for weathering and so 
arranged that any sash can be operated inde- 
pendently of the others. 

All hardware, except that on the windows, is 
solid cast bronze and polished. All windows are 

















Fig. 4. Chow time for the convalescents in the cafeteria of building D. 


glazed with double strength Grade A. There are 
tile floors and bases in bathrooms, diet kitchens, 
and utility closets. In all other rooms, cement 
bases are used. The floors are covered with lino- 
leum, except in the center wing, where magnesite 
has been used. The walls and ceilings are painted 
navy buff, and all interior woodwork is enameled. 
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Fig. 5. Floor plans of the United States Naval Hospital at Brooklyn. 








84 THE MODERN HOSPITAL 


The elevator equipment consists of one electric 
passenger elevator of the winding drum type, 
having side guide construction, with a lifting 
capacity of 2600 pounds at a normal car speed of 
100 feet per minute. This serves a total of three 
floors and four landings. 

The dumb-waiter equipment consists of five 
hand-power dumb-waiters, three to travel about 
26 feet and two about 17 feet. Each shaft has a 
capacity to lift 100 pounds easily. 

The kitchen equipment of this building con- 
sists of ranges, ovens, broilers, vegetable steamer, 
steam kettles, work tables, coffee urns, ice-cream 
freezer, vegetable peeler, meat block and bench, 
meat slicer, meat chopper, bread-mixing machine, 
and dish-washing machine. 

A complete refrigerating plant has been in- 
stalled of the ammonia compression type, which 
cools the various refrigerators by the brine cir- 
culation and makes five tons of raw filtered ice 
per twenty-four hours. 

There is a local fire alarm signaling system 


connected with all buildings on the premises and 
operating as one complete system. 

All plumbing, gas and brine coils, stand pipes, 
hose racks, hose, and other fixtures have been 
furnished according to standard navy specifica- 
tions. The steam-heating system is of the low- 
pressure type, and there is also a system of steam 
service for fixtures in the large kitchens, the spe- 
cial diet kitchens, and utility rooms, and all other 
rooms where fixtures requiring live steam con- 
nections are to be used. 

An apparatus has been provided for furnishing 
a tempered-air supply ventilation to the wards by 
means of a centrifugal blower fan located in the 
roof space in connection with air filters and a 
tempered stack to cleanse and warm the air prop- 
erly. The exhaust ventilation of the kitchen, diet 
kitchens, toilets, pantries, scullery, utility rooms, 
and mop closets is accomplished by means of a 
propeller fan, which is also located in the roof 
space and which discharges the exhaust air above 


the roof. 


MENDING BEFORE CONDEMNATION AND REPLENISHING OF SUPPLIES 


Careful Study Reveals Opportunities for Conservation—System of Condemnation and 
Replenishing Requires Each Article to Be Passed on by Housekeeper Before Being 
Discarded—Training Employees to Cooperate in Keeping Supplies in 
Good Condition 


By LINA STRYKER FISH, GENERAL HOUSEKEEPER, MUNICIPAL TUBERCULOSIS SANITARIUM, CHICAGO 


ITH the ending of the great conflict and 

things getting back to normal we are look- 
ing forward to old-time conditions as far as prices 
are concerned. Of the many lessons which this 
war with all its attending problems has brought, 
it is hoped that one of the greatest has been 
learned and will be retained—that of getting the 
most and best for the money—and after getting 
it, putting it to the most efficient use by keeping it 
in the very best condition and using up all odds 
and ends. 

To illustrate what may be accomplished along 
this line, I will tell you a few things we have done 
at the Municipal Tuberculosis Sanitarium. In the 
sewing room, where orders come in for different 
equipment, we make a study to find out whether 
the article would be just as serviceable if made 
from a cheaper muslin, from muslin instead of 
Indian Head, or, perhaps, from unbleached muslin. 
Where we have been making laboratory coats of 
twilled material, we find that a heavy unbleached 
muslin, after a few washings, is perfectly satis- 
factory. 

We were buying knee-pads for scrubbing, or 
getting jeans and padding with cotton and making 


them ourselves. The prices soared so that we are 
now using the “‘war flour” bags for the outside and 
stuffing with the remnants of old spreads that 
could no longer be of service, not even by being 
cut down for nursery cribs or bassinettes. We 
have used the best of our condemned sheets for 
the smaller beds. We utilize all flour sacks for 
dish towels. The “to be” dish towels are hemmed 
and marked to prevent their being torn up and 
used as rags. The outer sack of the sugar sack 
is used for scrubbing cloths, and the inner and 
thinner sack for dust cloths. The duck laundry 
bags that are condemned even beyond utilization 
for patching others we finish as scrub cloths. 
One of the greatest economies in a hospital or 
institution is an intelligent system of condemna- 
tion and replacement, and this naturally includes 
the matter of mending. The plan we have found 
best is to have a certain day and time to give to 
condemnation, with a designated place. Each 
employee, including the laundrymen, sees to it 
that everything he considers past service is at 
this place, after which it is passed upon by the 
housekeeper. If the usefulness of an article is 
ended, it is recorded for future replenishing and 








> el on oe Oe oe ee 7 


(=) 


t] 








THE MODERN HOSPITAL 


destroyed, but under no consideration is a new 
article given out until the old is either returned 
or satisfactory explanation given about it. This 
holds good for every article in service, from 
scrub-bush and mop to bedding and table linen. 

The natural place to discover what needs mend- 
ing is at the mangle, in the laundry. It is here 
that the folders for mangle can lay aside every- 
thing that is ripped in hem or seam, or torn by 
wear or accident, and send it to the mending 
room for repair or later condemnation. If the 
mender considers it past her ministration it is 
thrown aside for inspection on condemnation day, 
when its fate is finally sealed. The face or bath 
towel may be composed of two or three sections, 
but all its seams are for a worthy cause; parts of 
a bath towel too small for fitting in for a patched 
towel, may blossom forth as wash cloths. The 
remnants that can not be mended or made over 
make rags for window washing, brass polishing, 
and “general washing up” cloths, where scrub 
cloths are too heavy. 

The sewing machines that can be adjusted for 
mending are the best and quickest. This process 
enables a rent in table cloth or napkin, or any 
other break, to be simply filled up unless its size 
requires a patch. The adage “A stitch in time 
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saves nine” is very “pat” here. In replenishing 
the condemned list each week, a requisition is 
made up, and, as each article is listed and desig- 
nated by its mark from the unit throughout the 
institution for which it was put in commission 
and marked, it is an easy matter to keep up the 
perpetual inventory. This plan works as nicely 
in an institution where there are hundreds of 
employees and patients as where there are only 
tens. 

The problem of housekeeping in an institution 
or hospital is very nearly the same as that in 
the home, except on a greater or less scale. It 
means that, if one looks out for the little things, 
the greater will take care of themselves. Em- 
ployees or patients are quick to recognize an ar- 
ticle or garment that has had care and attention 
and been inspected. They will be slower to abuse 
such an article and destroy it than if indications 
point to the fact that it has been “just thrown 
in.” Even if it slips by the mangle and gets into 
circulation out of repair, the employee will see 
that it gets to the mending room, for aside from 
the selfish reason that a mended article is easier 
to handle, its better appearance appeals to him. 
It is as easy to train a large number of people in 
these matters as it is to train a few. 


THE SERVICE BUILDING OF THE RHODE ISLAND HOSPITAL 


A Building Which Solved the Problem of Inadequate Kitchen and Dining Room Accom- 
modation—Six Years of Satisfactory Use Have Proved the Excellence 
of Conception in Planning 


By WARREN C. HILL, oF KENDALL, TAYLOR & Co., ARCHITECTS, BOSTON 


ERY frequently plans are published of hos- 

pital buildings recently completed or about 
to be completed, but, unless for historical pur- 
poses, few are published that have been com- 
pleted and in use for over five years. 

Herewith we publish a block of plans of Rhode 
Island Hospital and isometric drawings of the 
service building of Rhode Island Hospital, com- 
pleted and in use since 1912. This building, in 
both plan and construction, has proved the ex- 
cellence of its conception, and were the trustees 
to build again they would make but few changes 
from the original plans, so satisfactory has been 
their experience with six years’ use of the 
building. 

The hospital itself, opened in 1868, is located 
in a beautiful park of about twenty-five acres, 
overlooking the Providence River, and includes, 
beside the main hospital (which is a group of 
three large ward buildings and an administration 


building) an out-patient building, two fine nurses’ 
homes, a power house and laundry, a greenhouse, 
a garage, a recently completed babies’ pavilion, 
and other buildings of various utilities. A con- 
valescent hospital for children is located some 
miles away on the shores of Narragansett Bay. 

The original buildings were the result of a 
careful study of the best conditions in hospital 
buildings then existing, and their adaption to 
the needs of today bears testimony to the skill 
and foresight of the founders and their technical 
advisers. ‘The hospital, always fortunate in its 
executive committees, trustees and superintend- 
ents, has, under their wise management, from 
time to time planned and carried out revisions 
of and additions to its buildings calculated to 
afford the best facilities for its work and to make 
provision for the latest developments in surgical 
and medical science. With this in mind, a few 


years ago they completely rebuilt the operating 
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Fig. t. Block plan of the Rhode Island Hospital, Providence, R. I. 
A. Boiler chimney. . Isolation buildings. 
B. Service building. . Additions to o. p. dept. 
C. Solarium. Store house. 
D. Southwest pavilion. Morgue and autopsy. 
E. Administration bldg. Coal bunkers. 
F. North wing. Power house, laundry, and 
G. South wing. male employees’. 
H-H. Nurses’ homes. Garage. 
 « Out-patient dept. 
J. Subways. 
K. . Smoke flue. 
L. . Disinfecting bldg. 


Gardener’s cottage 
Female employees’ home. 
Green houses. 

Babies’ pavilion. 
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department, unexcelled in convenience and ac- 
commodation by any of the larger hospitals in 
the East. 

Within two years very extensive additions to 
the out-patient department have been made and 
further addition in the nature of a large build- 
ing for private patients is contemplated. 

The superintendent of this ideal institution is 
Dr. John M. Peters, who recently passed his 
twenty-fifth anniversary as superintendent of the 
hospital. It was his guiding hand that produced 
so satisfactory a result in the service building. 

Increasing demands made the earlier kitchen 
and dining room equipment inadequate for the 
best results, and the trustees accordingly ar- 
ranged for a service building, which gives ample 
accommodation to these departments and their de- 
pendent offices, and will give such accommodation 
for many years to come. The plan of the exist- 
ing buildings and their relations to each other 
made only one site possible for the new building, 
and that site was somewhat complicated by the 
situation of the boiler chimney, which stands 
directly in the rear of the administration build- 
ing and has been entirely surrounded by the new 
building. This stack, carrying the smoke from 
350 horse-power boilers, is located several hun- 
dred feet from the boiler house and is connected 
with the boilers by a flue which runs under a 
portion of the basement of the new building. 

A connecting corridor, running from the south- 





west pavilion, is utilized for connections to the 
service building, which is in the rear of the ad- 
ministration building and north of the southwest 
pavilion. A corresponding corridor on the north- 
ern side, which may eventually connect with a 
new building, at present connects the service 
building with the north wing. From these cor- 
ridors, inclines lead to the lawns at a gradient 
so slight that hand chairs and rolling cots can 
be easily rolled up or down, to allow patients to 
reach the beautiful grounds around the hospital 
buildings. Another corridor joins the two above 
mentioned and gives access from them to the 
dining room on the first floor and to the service 
and lifts on the basement floor. The roofs of 
the corridors give open-air connections to the 
second story. 

On the southern corridor, as a base, an open- 
air balcony or solarium is built as a part of the 
service building, 25 feet wide and 65 feet long, 
with tiled floors and roofs and connecting with 
the hospital proper by the corridor, on two floors. 
The basement is used for x-ray work. 

The service building itself is T-shaped, touch- 
ing the corridors at the extremities of the top 
of the T, and is separated by ample spaces from 
the main buildings and the southwest pavilion. 
It is two stories high, with a basement and 
a sub-basement under the west portion of the 
building. Its extreme dimensions are 129 feet 
py 47 feet, and 89 feet by 60 feet. 

It is absolutely fireproof throughout and is 
built of waterstruck brick, with trimmings of 
granite, sandstone, and bluestone, conforming in 
general style to the present buildings, though 
somewhat simpler, as befitting its more utilitarian 
purpose. 

The sub-basement contains storerooms for 
heavy supplies, range coal, and groceries, and a 
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Main kitchen of service building. 


Fig. 2. 
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Fig. 3. 


Nurses’ dining room of service building. 


tankroom, which connects through a subway with 
the sub-basement of the southwest pavilion, 
through which are brought the piping for steam, 
hot water, elevator mains, etc., from the power 
house. This story is served by two plunger ele- 
vators running to each floor above and at the 
westerly end connects by the main stair to the 
basement story. 
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Fig. 4. Isometric drawing of basement of service building of Rhode 


Island Hospital. 

In the basement story, the rear of which is 
just above the level of the ground, are received 
all of the supplies for the hospital, which are 
checked and examined in the receiving room and 
sent thence to the various storerooms in this story 
and the sub-basement. All goods are issued from 
here, and daily supplies sent up to the kitchen, 


bakery and diet kitchens, under the supervision 
of an officer, who is provided with an office and 
toilet. 

Directly in the rear of the receiving room are 
the refrigerators for meats, butter, eggs, milk, 
and fruit, cooled by circulation from a refriger- 
ating and ice-making plant which is in the power 
house. The refrigerators in the serving rooms, 
diet kitchens, bakery, etc., are cooled by brine 
circulation from the same plant. 

Two staircases, one at either end of the build- 
ing, are of fireproof construction, enclosed in 
brick walls. 

The entire space under the cross of the T is 
used for stores, except that taken up by the smoke 
flue and the connecting corridors. 

All supplies for the kitchen go up on the west 
elevator, and all cooked food distributed to the 
hospital, except that used in this building, is 
loaded upon food carriers and sent from the 
kitchen to the top floor, by the east elevator, to the 
cross-corridor which connects with the north and 
south corridors, which, in turn, lead to the cor- 
ridors of the main hospital and pavilions, where 
the carriers are taken up on other elevators to 
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Fig. 5. Isometric drawing of first floor of service building. 


the ward kitchens and the food served to the 
patients. 

The first floor is on the same level as the first 
floor of the main hospital and contains the dining- 
rooms providing for 200 nurses, 50 doctors and 
staff officers, 100 male employees, and 150 female 
employees. These are each independent and sep- 
arate, each with its own serving room, except 
for the male and female employees, who are 
served from one room located between the two 
dining rooms. Each dining room has clothing- 
room and toilet provisions. 

The serving rooms are furnished with steam 
tables, coffee and tea urns, power-driven dish- 
washers, silver and glass sinks, refrigerators, and 
shelving, and connect by automatic electric lifts 
with either the kitchen:or special serving rooms 
above, insuring prompt and efficient service. 

The corridors and stairs are so arranged as to 
avoid crossing by the different groups and, so far 
as possible, crowding and confusion at meal times. 
The dining rooms and corridors are shut off by 
doors from the main passages and halls leading 
to the hospital to prevent noise or odors from 
being carried to the other buildings. 

The real work of the building is done on the 
top or second floor. Here are the kitchen, the 
bakery, the pantries, the special diet kitchens, 
and cooking and class rooms of the training 
school. 

Approaching the new building from the south 
corridor, one passes through the sun room, look- 
ing to the south, and enters the class room, 22 
feet by 34 feet, which communicates directly with 
the diet kitchen. In this room, which is equipped 
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with general and milk refrigerators, pantry, 
ranges, etc., are prepared all the special diets for 
the hospital. The adjoining class room is also 
completely equipped with ranges, tables, etc., for 
the cooking classes. In this room also will be 
prepared, under the most hygienic and up-to-date 
conditions, the milk for the many babies daily 
cared for by the hospital. 

The diet kitchen opens on the corridor, which 
on this story does not extend directly to the north 
and south corridors, but separates the kitchen 
wing from the diet kitchen, serving room, etc. 
From this corridor opens the elevator by which 
the trays are sent in carriers to the wards. 

Directly opposite the kitchen, and around the 
great chimney, is the serving room, which is 
directly over the one on the floor below. Adjoin- 
ing this room is a small dining room for the 
kitchen employees, where they can enjoy their 
meals away from the heat and bustle of the 
kitchen. 

The northern end of this wing is used as a 
large sewing room, lighted from three sides and 
supplied with large closets for clothing and linen, 
and a small office for the housekeeper. 

Across the corridor from the rooms above 
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described, the entire remainder of this floor is 
occupied by the kitchen and bakery with their 
dependent offices. The kitchen, running north 
and south, extends entirely across the building, 
having light and air from both ends and from 
the large monitor over the ranges in the middle 
of the room. Between the kitchen and the cor- 
ridor are the staircase, opening both to the cor- 
ridor and to the kitchen, and the food service 
elevator, on which are sent out all services for 
the wards and private rooms. Adjoining the 
elevator are the cook’s refrigerators and near by 
are the cook’s storeroom and a drying closet. On 
the other side of the kitchen are the ovens—a 
large oven for baking, opening from the bakery, 
and a smaller oven for roasting meats, opening 
from the kitchen. A large steam-heated pan- 
washing sink is located in a space by itself 
adjoining the kitchen, with a pan closet opening 
out of the same space. In the rear of this is a 
room for cleaning and preparing vegetables, with 
suitable tables, sinks, and vegetable parer. 
Running back from the kitchen to the rear is 
a wide corridor, and opening in a line with this 
is the elevator from the basement storerooms. 
On the same corridor are a fuel storage room, a 
toilet for male employees, garbage room, etc., and 
the rear staircase. From a cross-corridor here, 
one enters the bakery, which contains the brick 


Fig. 6. Isometric drawing of second floor of service building. 


oven mentioned above, flour- and bread-closets, 
refrigerator, tin closet, and storeroom. The 
latest and best machinery for mixing, etc., is 


installed in this room. At the western end 
is a pastry cook’s table and an ice cream room, 
with freezer, hardening cabinet, packing room, 
etc. The freezing is done by power and brine 
circulation, and the usual floor covered with 
cracked ice and salt is conspicuous by its absence. 

In the construction and finish of the building 
the same care and attention have been given as 
in any other portion of the hospital. Sanitary 
finish, coved bases, impermeable material and 
fireproof construction were adopted everywhere. 
The stairs are of iron with slate or blue-stone 
treads and platforms. The elevator shafts and 
staircases are lined with pressed brick. 

The floors in the basement and sub-basement 
are of granolithic, and in other stories, of white 
marble terrazzo, except those in sewing room and 
closets, which are covered with battleship linol- 
eum. The solarium floors are of red quarry tile 
laid with wide joints, and the kitchen floor is of 
rubbed slabs of North River stone. The walls 
are finished generally in hard plaster above a 
dado of terrazzo 4 feet 6 inches high. The walls 
of the kitchen and bakery are faced with white 
glazed enameled bricks from the coved slate base 
at floor to ceiling. 

Walls and ceilings are enameled and the quar- 
tered oak doors finished in varnish, rubbed down 
to a dull gloss. 
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THE EDUCATIONAL VALUE OF HOSPITAL REPORTS 


Points to Be Covered in the Ideal Hospital Report—An Interesting Appeal to the Public— 
Clear and Definite Statement of Service That the Hospital Has 
to Offer—Appeal for Contribution 


By CARL E. McCOMBS, M. D., CHIEF OF THE DIVISION OF HEALTH, BUREAU OF MUNICIPAL RESEARCH, NEw York CITY 


O the average layman the hospital is terra in- 
cognita. He is quite prepared to believe cur- 
rent stories of the inefficiency of nurses, the in- 
competence of surgeons, and the abuse of pa- 
tients, because he has little genuine information 
about hospital matters. His knowledge is too 
often based upon mere gossip or upon the state- 
ments of his private physician, whose own knowl- 
edge of hospital service is frequently superficial. 
For example, the legend of “the black bottle” 
of Bellevue hospital, from which the troublesome 
patient received a draught which quieted him for- 
ever, still persists in certain sections of New 
York City. In my hospital service, I have heard 
the “black bottle” story many times and have had 
to argue long to convince patients that the “‘black 
bottle’ is a myth. Hospital authorities know 
how common are complaints of abuse of patients, 
and they know, too, how often these complaints 
are unfounded. Yet the fact that the public is 
quite ready to believe stories of hospital abuses 
is very significant. 

The greatest gains in public health during the 
past ten years have been made through the edu- 
cation of the public and the cooperation of in- 
formed citizens, but as yet hospital authorities 
have taken little part in this popular educational 
campaign, chiefly because they have not fully 
realized that hospital problems are community 
health problems. Hospitals are conducted to sup- 
ply a community need—not merely for the bene- 
fit of a group of physicians or surgeons, or for 
the training of internes and nurses. If the hos- 
pital does not meet a community need and if its 
patients do not receive better care within its 
wards than they could secure elsewhere, the hos- 
pital has failed in its purpose except as a training 
ground for nurses and doctors, and this must, in 
the last analysis, be considered secondary to the 
welfare of patients. 

All credit should be given to boards of direct- 
ors and boards of managers of hospitals who give 
freely of their time and money for hospital sup- 
port and betterment, but too often the very com- 
placency of hospital boards is responsible for the 
lack of adequate popular support and coopera- 
tion in the hospital program. Many hospital 
superintendents feel that when they have satis- 
fied their boards of directors or boards of man- 
agers they have done all that may reasonably be 


expected. This is why hospital publicity is not 
chiefly directed toward informing the public but 
rather toward gratifying hospital boards, and it 
is for this very reason that hospital publicity has 
failed to secure the interest and cooperation of 
citizens who are not officially concerned with hos- 
pital affairs. 

In the majority of instances, hospital publicity 
is limited to the annual report. In some hos- 
pitals, bulletins are published periodically, but 
these are designed chiefly for limited circulation 
among the members of the hospital boards or 
among contributors. Analysis of annual reports 
and other publications of hospitals throughout 
the country demonstrates clearly that, in so far 
as the education of the public is concerned, these 
publications are of very little value. As most 
hospitals publish an annual report, some sugges- 
tions are well worth considering as to what such a 
report should contain that is of educational value. 

The determination of the efficiency of hospital 
service depends in considerable degree upon the 
comparison of that hospital with other hospitals 
doing the same kind of work and under approxi- 
mately the same conditions. If, for example, it is 
found that one hospital has an exceptionally high 
mortality rate for its pneumonia cases as com- 
pared with another hospital, the reasons for high 
mortality in the one should be made the subject 
of careful study; if, in the maternity service of 
one hospital, practically all maternity patients 
are delivered by instrumental means, with fre- 
quent injury to mothers and babies, and in an- 
other hospital are delivered without instrumental 
means, that is, normally, an investigation to dis- 
close the reason for such wide difference in pro- 
cedure is warranted; if in one hospital the “pa- 
tient-day” cost of service is high without any bet- 
ter results being secured than in a hospital where 
the cost is low, reasons should be sought for such 
high cost; if the cost of overhead in one hos- 
pital is relatively much higher than that in an- 
other giving as good service, it is important that 
the hospital authorities and the public know it. 
It is true that comparisons are odious, but it is 
equally true that it is only by comparisons that 
the bad may be found out and eliminated, and the 
good taken advantage of. Our standards of meas- 
urement in all things are raised only as our ex- 
perience broadens, and more comparisons of our 
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uwn experience can be made with the experience 
of others. 

Assuming, then, that there is a value in the 
comparison of hospital reports and hospital sta- 
tistics, it is obvious that there must be some com- 
mon standards of measurement. To compare one 
hospital with another on the basis of data now 
presented in annual reports would be like com- 
paring sugar and salt on the basis of their phy- 
sical properties, without any regard for their 
uses or chemical constituency. There are, how- 
ever, certain standards of measurement which 
may be applied to hospitals, and, if these stand- 
ards are used for measuring hospital work and 
results, comparisons will be well worth while. 
With the view, then, of furnishing hospital 
authorities and the general public with informa- 
tion which will be standard and comparable, I 
have attempted to set forth in succeeding pages 
my idea of what information should be made 
available for the citizen in an annual report. Not 
all hospital authorities will agree with me—that 
is certain—but it is also certain that some of my 
observations will strike a responsive chord in the 
breast of the “average citizen.” 

First of all, the annual reports of hospitals, if 
they are to be used for the development of com- 
parable data in hospital service, should cover the 
same fiscal period, and this period should be, if 
possible, the calendar year, January 1, to Decem- 
ber 31, inclusive. In New York State, for exam- 
ple, owing to the fact that the state board of char- 
ities requires the hospitals of the state to submit 
reports for the fiscal period of the state, namely, 
July 1, to June 30, inclusive, this period, instead 
of the calendar year, is used by many New York 
hospitals for their annual reports. Other states 
require reports for a different fiscal period. Com- 
parison of statistics of a hospital using one fiscal 
period with those of another hospital using an- 
other period is unsatisfactory, to say the least. 

Readers and writers of reports of one kind or 
another know that method of presentation of ma- 
terial is a most important factor in the usefulness 
of these documents. The world is full of reports 
of all kinds that have been read by few people ex- 
cept the author, and the reason they have been 
“scrapped” without careful reading and without 
obtaining their desired ends is that the funda- 
mental facts of-good publicity have been ignored. 
When the average man sits down to read a re- 
port, it takes him a few minutes to get comfort- 
able and to adjust himself to the business of read- 
ing. If the report begins uninterestingly, he puts 
it aside until “tomorrow” but tomorrow never 
comes, so far as that report is concerned, for he 
has lost interest in it. But if the report begins 
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with some statement or story which will hold his 
attention during the time that he is adjusting his 
mental and physical processes and getting com- 
fortable in his chair, he will, in the majority of 
instances, continue that interest to the end of the 
report, provided in other respects the report tells 
him what he wants to know clearly and suc- 
cinctly. 

The first thing, then, that an annual report 
should offer is a story—the superintendent’s 
story—of what the hospital does, the difficulties 
it encounters, its aims and aspirations. Here is 
the place for the “heart throbs” and the human 
interest. This superintendent’s story should not 
be too long, but merely a brief summary state- 
ment, readable, non-technical and designed not 
chiefly for a board of directors or medical staff, 
but for “Mr. Average Citizen,” who has merely 
ordinary knowledge of hospital work. In short, 
it should fulfill the same purpose as the head lines 
of the newspaper—to attract attention and stim- 
ulate a desire on the part of the reader to know 
the full story. If some humor can be injected 
into the story, so much the better. The business 
of a hospital is necessarily one that concerns the 
pathos of life, but too much stress on the pathetic 
in these times is likely to discourage the reader. 

The next thing that the average reader of a 
hospital report would like to know, after his at- 
tention has been gained and held, if the report is 
of a hospital in his own community, is what the 
hospital is prepared to do for the citizens of his 
community and for him. We have yet to see a 
hospital report containing a clear and concise 
statement of what the hospital has to offer in the 
way of service to the citizen; what kind of cases 
it will receive; what kind of rooms or ward beds 
it has available, and how they are equipped; what 
kind of food it serves, and what charges it makes 
for ambulance service, bed service, operation, 
special nursing services, drugs, laboratory work, 
x-ray work, etc. Yet these things are matters of 
considerable moment, not only to the patient who 
wishes to enter the hospital, but also to the pos- 
sible contributor. One may well wonder how long 
it will take hospital authorities to understand 
that if they have a service to sell, they should be 
willing to state what that service is and how 
much it costs. No one with experience in hotels 
would think of going to a hotel and engaging 
rooms and service without some definite knowl- 
edge of the service offered and its cost. 

Ordinarily, arrangements are left to the phys- 
ician, who negotiates with the hospital authori- 
ties, and the patient does not know until he 
receives his bill just what it is going to cost 
him. Physicians know how frequently patients 
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complain of being overcharged for services ren- 
dered. Many of these complaints would be done 
away with if there were a clear understanding on 
the part of the patient of what he will have to 
pay for his hospital experience. Of course, it is 
not always possible to say exactly what hospital 
service will cost, but so far as possible, the pros- 
pective patient or contributor should know. 

The next thing that a citizen wants to know 
about a hospital is how it is governed. When a 
business man is asked to become interested or to 
invest in a given enterprise, one of the first in- 
quiries he makes after being informed of the pur- 
pose of the enterprise is, “Who are the direct- 
ors?” and the presence or absence of the names, 
as directors, of men or women in whom he has 
confidence has considerable weight in influencing 
his decision. There should be, therefore, in a 
hospital report, a clear statement of the organiza- 
tion of the administrative board or head with a 
list of the names of the members of the board of 
directors or trustees. If they are men and women 
in whom the citizen has confidence, he will have 
confidence also in the hospital’s work. 

Having informed the reader of the purpose of 
the hospital enterprise and the personnel of those 
responsible for its administration and control, 
the organization of the hospital force should be 
considered and the report should contain an out- 
line of the hospital force, including the medical 
staff, from the superintendent down to the most 
humble dish-washer, with the salaries or wages 
paid each member of the organization. Such out- 
line should be shown graphically in the form of 
an organization chart, indicating all lines of re- 
sponsibility leading upward through the various 
branches of hospital service to the superintendent 
and the board of directors or trustees. Every 
business man knows the value of good organiza- 
tion, and he knows also something about salary 
and wage standards in business. An organiza- 
tion chart, therefore, which will show exactly 
how supervision is exercised and how the various 
hospital units are related, will enable him to form 
some judgment as to the efficiency of the super- 
visory and working force and the relation of 
these to salary cost. 

Having informed himself as to the general or- 
ganization of the hospital, the reader of the re- 
port would probably next inquire about the pres- 
ent state of the hospital’s finances and what it 
proposes to do with the money which is solic- 
ited. In other words, he would ask for its 
budget. Briefly, a budget is a well-defined plan 
for financing any private enterprise or unit of 
government for a definite period. Officers of na- 
tional, state and municipal government have real- 
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ized the need and use of a budget or plan for 
financing their respective units of government. 
A budget is just as necessary for a hospital, and 
should include the following: 

1. A balance sheet showing what the hospital owns 
and owes. 

2. A statement of past operations, showing in com- 
parative form the revenues and expenses accrued during 
each of the preceding two years, revenues being classified 
according to sources, and expenses classified according to 
the various hospital functions served, as medical care of 
patients, nursing service, laboratory service, housekeep- 
ing service, etc. The statement of expenses should be 
supplemented by unit costs wherever possible, that is, 
cost per patient day for medical care, nursing care, food, 
drugs, etc. 

3. A statement showing the various sources of revenue 
and the estimated amount of revenue from each of these 
sources which may be expected in the next year. 

4. A special statement setting forth in some detail the 
regular work to be performed on the basis of past experi- 
ence, and extensions of ervice, improvement to be made, 
or other changes contemplated in the next year, with the 
estimated cost thereof. 

Such a budget plan would give the citizen ac- 
curate knowledge of the financial condition of the 
hospital; would enable him to determine how far 
present revenues meet existing needs, and to what 
extent his assistance is needed for carrying on 
the extensions of service recommended. In short, 
he would be able to exercise business judgment 
in determining the amount of his contributions to 
the hospital as a business enterprise. 

Before finally deciding that he would subscribe 
to and cooperate in the hospital’s program, he 
would be likely, as a good business man, to in- 
quire whether the results secured were worth the 
cost, and in the present state of hospital statistics 
he would probably have considerable difficulty in 
satisfying himself on this point. There are few 
hospitals in the country, except in the larger 
cities, where records of the medical care and 
treatment of patients are worth the paper they 
are written on. Physical examination records 
are often completely lacking; records of tempera- 
ture, pulse, respirations, etc., are often omitted; 
nurses’ notes are fragmentary and stereotyped; 
records of operations are often too brief to be of 
any value; and laboratory records are negligible. 
In fact, before there can be any records worth 
comparing, the hospital superintendent must see 
that records are properly kept. There is, how- 
ever, certain information which every hospital 
keeps at the discharge of patients as to the re- 
sult of treatment, as “recovered,” “improved,” 
“unimproved,” “‘died.”’ Such statistics should be 
shown for all patients according to disease or in- 
jury, and this is usually done; but in order that 
such a statistical statement may have compara- 
tive value, it is, of course, necessary that there 











be used, in designating diseases or injuries, a com- 
mon, approved nomenclature, such as has been 
adopted in the Bellevue and Allied Hospitals of 
New York City, and is known as the “Bellevue 
Hospital Nomenclature.” At the present time 
there is some difficulty in determining because of 
lack of use of a standard nomenclature, whether 
“pneumonia,” “appendicitis,” “gastro-enteritis,” 
etc., mean the same in one hospital as in another, 
and they must mean the same if the results of 
treatment are to be compared. Further classifi- 
cation should be made of the results of treatment 
of infants and adults, private and public patients. 
It would be well also to show separately the re- 
sults of treatment in each department of the hos- 
pital, as the medical department, surgical depart- 
ment, children’s department, maternity depart- 
ment, etc., instead of lumping all patients in one 
general group, since in all hospitals practically 
the same departments or branches of service are 
represented. 

In every community the important question is 
bound to come up sooner or later in regard to the 
necessity of increasing the hospital facilities. 
The demand for hospital service, rather than 
private medical service in the home, is increasing 
daily, and hospitals must be prepared to meet the 
need. Yet there are few hospitals in which there 
are adequate records to show, for any given 
period, what was the actual percentage of bed oc- 
cupancy for that period. To show these facts is 
by no means difficult, and accurate statistics as to 
occupancy offer a really convincing argument for 
or against increasing hospital space. The total 
available bed capacity of the hospital should first 
be clearly stated and divided, according to the 
various units of the hospital, as men’s medical, 
women’s medical, men’s surgical, women’s surgic- 
al, maternity, children’s department, etc., depend- 
ing on the actual departments maintained in each 
case. From this bed capacity the possible num- 
ber of patient days may be calculated by multi- 
plying the bed capacity of each department by 
365. The actual occupancy of beds, that is, pa- 
tient days, in the various departments should 
then be determined from the hospital records, 
and the percentage of occupancy calculated by di- 
viding the actual number of patient days in each 
department by the total possible patient days for 
that department. If, for example, it is found that 
the children’s department is only occupied to 25 
per cent of its capacity in the year’s period, it in- 
dicates that some of this space may perhaps be 
utilized for other purposes; if the maternity 
wards show a percentage of occupancy above 85 
per cent it is evident that there is need for more 
space for this department, for 85 per cent is per- 
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haps as high a percentage of occupancy as can be 
efficiently maintained in any department. There 
must be always a few vacant beds for emergency. 

Such records as have been described will give 
the citizen and possible contributor a clear under- 
standing of where extensions of service are need- 
ed. The mere statement that the hospital had 
30,000 patient days means nothing to him un- 
less he knows how these patient days were di- 
vided according to the classes of patients cared 
for, and what percentage of the total possible 
patient days 30,000 represents. 

In the majority of reports of private hospitals 
one usually finds lists of contributors and the con- 
tribution of each. This is, of course, desirable 
because contributors deserve such recognition, but 
what is more important is the method of solicit- 
ing contributions. They should be solicited in the 
hospital reports for general rather than special 
purposes. In many hospitals large sums 
have been contributed for special purposes, and, 
because of lack of proper development of service 
toward the purposes for which the funds are de- 
signated, this money lies idle and cannot be used 
for other and more urgent purposes. The annual 
report of a hospital supported by private contri- 
butions should, therefore, make its plea for funds 
for general hospital operation and maintenance, 
leaving it to the discretion and judgment of the 
administrative board or head of the hospital as 
to the use of such funds. If the administration 
of the hospital is well provided for and adequate 
reports of stewardship are made, as suggested in 
preceding paragraphs, little difficulty will be 
found in inducing contributors to make their con- 
tributions without restrictions. 

It would be advisable also to include in the an- 
nual report, as is done by some hospitals, a sub- 
scription blank which may be torn out and sent 
in by the one reading the report, in the event that 
he wishes to contribute. The citizen who re- 
ceives a hospital report which tells him what he 
wants to know about the work of the hospital and 
its cost, will be in proper frame of mind to con- 
tribute when he has read the report. 

To sum up, the annual report of a hospital 
should, if possible, cover the period of a calendar 
year, namely, January 1 to December 31, inclu- 
sive, and should include, as a minimum, the fol- 
lowing features in the order named: 

1. The superintendent’s story, brief, to the point, read- 
able and entertaining. 

2. A clear and definite statement of what the hospital 
has to offer in the way of service, including the kind of 
ward beds or private rooms available and their equipment, 
kind of food served, charges for bed service, operations, 
laboratory service, x-ray service, drugs, etc. 

3. The organization and duties of the administrative 
board or head of the hospital. 
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4. A graphic representation of the organization of the 
hospital force, including the medical staff, from the super- 
intendent down, showing the names, salaries and wages of 
the various employees, the units or departments of the 
hospital in which they are employed, and the relation of 
the various units or departments to the complete organ- 
ization. 

5. The hospital budget, including a balance sheet of 
what the hospital owns and owes, with comparisons for 
at least two years previous, showing also in comparative 
form revenues and expenses with unit costs; a statement 
of the sources of revenue for the ensuing year, and the 


possible amount to be derived from such sources and a |. 


work program setting forth work to be performed, ex- 
tensions and additions contemplated and the estimated 
cost thereof. 

6. Results of hospital treatment, including special 
tables for each department of the hospital, with details of 
kind of cases treated and the outcome of treatment of pa- 
tients classified according to diseases or conditions. 

7. The available bed capacity of each unit or depart- 
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ment of the hospital, the number of possible patient days, 
and the actual number of patient days or bed occupancy, 
including the percentage of occupancy in each unit or 
department. 

8. A plea for contributions for general hospital pur- 
poses with a list of contributors and a subscription blank 
for the use of contributors. 

The essentials of a good hospital report, de- 
signed chiefly for informing citizens and contri- 
butors, include at least the foregoing items. Re- 
ports should not be padded. Padding a report is 
not only expensive to the hospital, but has a ten- 
dency also to minimize the usefulness. The tired 
business man has no time to read a hundred-page 
book on hospital business, but he will read a re- 
port which is brief and to the point. Brevity 
then, which is the soul of wit, should also be the 


soul of a hospital report. 


TELEPHONE OPERATOR’S INFORMATION CARD 





Prompt and Authoritative Service Insured by Simple Scheme of Card Index Kept Up by 
the Night Clerk and Checked by the Head Nurse of Each Ward 


By PLINY O. CLARK, SUPERINTENDENT OF THE OHIO VALLEY GENERAL HOSPITAL, WHEELING, W. VA. 


T any hospital the information clerk and the 
telephone operator should be considered two 
of the most important employees. Perhaps the 
work of the telephone operator is the harder of 
the two, because it can not be checked up so thor- 
oughly, and yet its results appear quite un- 
expectedly ; for instance, after she has carelessly 
given out information in a tragic tone of voice 
saying that a patient is not so well this morning, 
the relatives immediately rush in, expecting to 
find the patient at death’s door. 
Information regarding a patient in a dying 
condition should undoubtedly be given out by an 
officer in authority, but much information can be 
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Fig. 1. Information card indicating condition of patient. 





given out by the telephone operator in an entirely 
satisfactory manner if she is provided with 
authoritative records, such as the card system 
here pictured is intended to give. 

Usually the morning hours are the ones during 
which the greatest number of inquiries regarding 
the condition of the patients come in. These are 
the hours when the nurses are the busiest; so the 
simple scheme which is illustrated in this article 
was devised and is working very well. 

Information regarding the patients is con- 
tained in a card index, the card used being that 
put out by the American Kardex Company for 
use with the Kardex system. The name is on the 
bottom line and is always visible in the panel at 
the elbow of the clerk, who has merely to place 
her finger on the card and push up the cards 
above to make all the information available. In 
fact, the reply can go back to the inquirer imme- 
diately, or almost before the question is out of 
his mouth. The tab at the bottom of the card 
(Fig. 1) is, of course, torn off as soon as the card 
has passed through the typewriter. 

This information is, of course, used only dur- 
ing the early morning as an indication to the 
operator of the general condition of the patient 
during the rest of the day. 

The card is executed by the night clerk for all 
of the patients admitted on the previous day; in 
fact, up to 7 a. m., the condition is indicated by 
the night supervisor, who checks it in the proper 





column before going off duty. This eliminates 
much of the calling of floors during the busy 
hours of the morning. In a very large institu- 
tion, the head nurse of each ward or floor should 
doubtless give this information and check the 
records herself. 

A patient in a dangerous condition is noted by 
a red indicator placed over the name; a patient 
to be operated on that morning is noted by a blue 
indicator placed over the name. Many other in- 
dications may be had in a similar manner. 
card, it should be noted, may be filed in any of the 
open styles of indexing, of which there are sev- 
eral upon the market. 

No plan will work successfully unless the tele- 
phone operator is a young woman of considerable 
ability and efficiency, and such, I take it, hospitals 
are anxious to employ. Furthermore, since the 


operator must be always prompt and efficient, her 
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The card in use with information at operator's finger-tips. 


Fig. 2. 


hours must not be so long that she loses alertness 
and cheerfulness. 





VENEREAL DISEASE CONTROL 


Hospital Care Is Both Necessary and Practical—Social Service an Important Element in 
Effecting Cures—Nation Must Make Up for Former Neglect 


By C. C. PIERCE, ASSISTANT SURGEON-GENERAL UNITED STATES PUBLIC HEALTH SERVICE 


ENEREAL diseases are communicable para- 

sitic infections caused by identified organ- 
isms. Their modes of transmission are known 
and a practicable laboratory technic has been 
worked out for diagnosing each one of them. Re- 
cent methods of treatment have shortened the 
periods of infectivity and have improved the pros- 
pects of ultimate recovery. 

These diseases form one of the most serious of 
all the public health problems and can best be 
handled from that angle. Nowhere in public 
health is the cooperative assistance of the hos- 
pital, the dispensary,and the laboratory of greater 
utility than in the control of these diseases. 

Syphilis and gonorrhea are no more readily 
communicable than typhoid fever or pneumonia, 
and are more easily nursed. Precautions similar 
to those observed in the care of persons ill with 
typhoid fever will prevent the spread of gonor- 
rhea, syphilis, and chancroid to other patients, 
nurses, and attendants. 

The necessity of facilities for examination, 
diagnosis, and treatment, adequate isolation equip- 
ment, and a system of social service and follow-up 
have been put forward as financial reasons why 
hospitals could not take venereal diseases. As 
has been pointed out, the same facilities for ex- 
amination, diagnosis, treatment, isolation, etc., 
needed for the care of the other communicable 
diseases, generally accepted by hospitals, are suf- 





ficient to care effectively for venereal diseases. 

Few diseases have been so neglected, so de- 
prived of the hospital treatment they need as 
gonorrhea, syphilis, and chancroid. Popular preju- 
dice is probably responsible in a great measure for 
this neglect. The psychological effect on the 
patient who occupies a bed adjoining that of one 
infected with a venereal disease is not so much 
the fear of contracting the disease as a revulsion 
against the propinquity of a “bad disease,” since 
“bad diseases” are contracted by those who in- 
dulge in sexual wrong-doing. Such people are, 
therefore, “bad people” and should not be allowed 
to occupy the same ward with persons infected 
with typhoid or pneumonia, regardless of their 
past history. 

The hospitals must not only change their pres- 
ent attitude toward venereal diseases but, if they 
are to be modern hospitals, they must provide the 
very best men and the very best means for the 
diagnosis and treatment of venereal diseases, re- 
gardless of how these diseases were contracted. 

The Government, through the Public Health 
Service, has proved that venereal diseases respond 
to early hospital treatment and that clinics and 
hospitals for this purpose are not failures, but 
feasible, and that these diseases can be cared for 
in general hospital wards without danger to other 
patients. 

In June, 1918, the Congress of the United States 
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passed the Chamberlain-Kahn Bill which created 
the Division of Venereal Diseases in the Public 
Health Service. 

Section 4 of this act provides that “The duties 
of the Division of Venereal Diseases shall be in 
accordance with rules and regulations prescribed 
by the Secretary of the Treasury (1) to study and 
investigate the cause, treatment, and prevention 
of venereal diseases; (2) to cooperate with State 
Boards of Health for the prevention and control 
of such diseases within the States; and (3) to con- 
trol and prevent the spread of these diseases in 
interstate traffic; Provided, That nothing in this 
chapter shall be construed as limiting the func- 
tions and activities of other departments or 
bureaus in the prevention, control, and treatment 
of venereal diseases and in the expenditure of 
moneys therefor.”’* 

The service has no intention of abandoning the 
movement against venereal disease with the con- 
clusion of the war. It is planned to increase the 
number of clinics until every person in the United 
States infected with venereal disease may receive 
treatment regardless of his financial condition. 
Forty-two states have already complied with the 
regulations promulgated by the Secretary of the 
Treasury and have received their allotment of the 
Chamberlain-Kahn fund. 

This allotment is to be expended afong general 
standard lines in accordance with an accounting 
system to be forwarded by the Interdepartmental 
Social Hygiene Board approximately as follows: 
(1) for treatment of infected persons in hospitals, 
clinics, and other institutions, including arsphena- 
mine and other drugs, 50 percent of the allotment ; 
(2) in carrying out educational measures, 20 per- 
cent; (3) in carrying out repressive measures, 20 
percent; and (4) in general administration and 
other activities of venereal disease control, 10 per- 
cent. (This distribution is provisional and subject 
to modification after conference and agreement 
between each state and the Public Health Service 
to meet best the needs of the particular state.) 

The service stands ready at all times to co- 
operate and render assistance wherever possible 
through detail of employes, securing of arsphena- 
mine, and providing literature for educational 
matters, etc. 

The importance of social service among those 
infected with venereal disease is becoming in- 
creasingly apparent. It is planned to give a num- 
ber of selected public health nurses a course of 
intensive training in medical social service with 
special reference to venereal disease control. It is 
well known that instruction concerning the dan- 





1For details of the work done throughout the country on the basis of 
this authority, see the article in the Dispensary and Out-Patient 
Department. 


gers of venereal disease is much more effective 
and better received when given by qualified per- 
sons. 

Education in sex hygiene should begin in the 
home and school before the child has reached the 
age of puberty. 

In 1912 an army surgeon makes the following 
statement in an article printed in the Military 
Surgeon: “About one-third of the patients seek- 
ing free medical treatment at the free dispens- 
aries of hospitals do so for venereal diseases, and 
yet the hospital and dispensary accommodations 
in the United States are notoriously inadequate. 
Morrow estimated the number of syphilitics in the 
United States at two million, and if the propor- 
tion between syphilitics and gonorrhea infections 
found by the statistics of the Committee of Seven 
in 1901 in New York City of near one to ten still 
obtains for the country at large, the number of 
sufferers from venereal diseases would reach the 
enormous numbers of nearly twenty million.” 

The registration of the men of the country for 
the first draft brought us face to face with the 
fact that 3 percent of the million draftees whose 
examination blanks first reached the Adjutant 
General’s office in Washington had a venereal dis- 
ease when they reported at camp. 

This 3 percent came from civil life, came from 
communities where this notoriously inadequate 
hospital and dispensary accommodation condition 
obtained. 

The hospitals and clinics of the country have a 
very important part to play in this campaign 
against venereal disease; without their hearty co- 
operation our program will be almost useless. 

The dispensary or the out-patient service has a 
twofold responsibility: educational and treatment. 
The vast majority of venereally infected patients 
have an almost criminal ignorance as to the dan- 
ger and seriousness of these infections. The dis- 
pensary should in a measure be a health center 
not alone for the treatment of the venereally in- 
fected but for the dissemination of knowledge 
concerning the prevention of these diseases. 

Treatment should be standardized. Patients 
should be carefully instructed in all the details of 
the management of their cases. The antiquated 
method of giving a patient infected with gonor- 
rhea a bottle of fluid for injection and the stereo- 
typed advice to syringe three or four times a day 
should be abolished. Patients should be given a 
careful demonstration of the method of using the 
syringe; definite hours to use it; and explicit 
directions as to length uf time the solutions must 
be retained. Rigid rules for cleanliness and the 
protection of their associates from infection must 
be instilled. Patients should be cautioned against 
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the dangers of latent gonorrhea and informed that 
the absence of the discharge does not signify cure. 

A social service department is essential in a 
venereal disease clinic. The giving of arsphena- 
mine seems to end the responsibility of most 
clinics treating syphilis and this is a common 
cause for failure. Unless patients are carefully 
followed up, advised of the necessity of further 
treatment, and encouraged to continue their visits 
to the clinic, time and money have been worse 
than wasted. 

It is important that all sources of infection and 
contacts be sought for just as diligently as in the 
other communicable diseases. Every effort should 
be made both in the out-patient department and 


the hospital to remove the erroneous impression 
that every patient infected with a venereal dis- 
ease is a “moral leper,” since it is an established 
fact that many individuals are innocently in- 
fected. 

Levity should have no place. Doctors and 
nurses should observe a professional dignity and 
a sympathetic understanding. 

It has been repeatedly demonstrated that the 
spread of venereal disease can be controlled. The 
only essential lacking for the ultimate eradication 
of venereal disease is the will of the people. Just 
so soon as the people of the United States defi- 
nitely decide that they want to eliminate the 
venereal diseases, these diseases are doomed. 


STANDARDS FOR TUBERCULOSIS SANATORIUMS* 


Location—Importance of Considering the Individual Patient—Standard of Efficiency 
Necessity of Central Authority— Value of Sanatorium Records— 
The Records Used in Minnesota 


By ROBINSON BOSWORTH, M.D., ExecuTIVE SECRETARY, ADVISORY COMMISSION, STATE SANATORIUM FOR CONSUMP- 
TIVES, ST. PAUL, MINN. 


oo in the campaign against tuberculosis, 
sanatoriums were constructed in different 
parts of the country for purposes which were 
somewhat different from the purposes for which 
the majority of such institutions are established 
today. In early times it was the favorable, or, 
as usually designated, “incipient” case for which 
institutional care was desired. Today it has 
been found wise to include as well, and in many 
cases give preference to, the more advanced and 
in some respects hopeless cases. This is proper, 
for not only should these latter be given every 
opportunity for recovery obtainable in the best 
conducted institutions, but provision should be 
made to permit acceptable isolation of infectious 
cases from others of the family group, especially 
the children. 

With this introduction it is somewhat interest- 
ing and profitable to consider the changes neces- 
sary in the facilities offered by most sanatoriums 
in keeping pace with the changes in character of 
cases admitted. 

LOCATION 

Let us take up the matter of site or location 
first. I doubt whether there are great differences 
in opinion as to the proper location of a general 

*This paper is the sixth in a ser *, by various authors, on the 
Gupte” i Madea Men seaeel i ear, Ge cena Ole 
Standards of Hospital Education for Interns,” by J. M. Baldy, in June; 
William G. Sandy, in duly; the fourth, “Standardisation of State Hee 


pitals,”” by A. L. Bowen, in August; the fifth, “Institutions for the 
Care of Epileptics,”’ by William T. Shanahan, in October. 


hospital, provided it is well understood for what 
purposes a general hospital is established. But 
there seems to be a great difference of opinion 
when it comes to tuberculosis sanatoriums. We 
find them located miles from railroads and in 
many instances equally distant from any source 
of supply. It is somewhat difficult to conceive 
of the reason for this. At one time, possibly 
fear of institutions by communities might have 
had some influence, but surely not at this time; 
still there are many instances today in which 
sites selected for proposed institutions are just as 
badly chosen in this respect as the earlier ones. 
I know of a million-dollar sanatorium to be 
erected on property over a dozen miles from the 
nearest city. 

One or two miles from town, preferably on a 
railroad or trolley is surely far enough. There 
are no advantages in greater distances compar- 
able to the disadvantages. In addition to the in- 
creased cost and greater problems in construc- 
tion, the administration is enormously handi- 
capped by improper location. Employees are sel- 
dom given proper consideration during the plan- 
ning of medium-sized tuberculosis sanatoriums, 
but with improper location we can guarantee that 
the administrative head will devote many weary 
hours to their problems which might have been 
avoided to a large degree if this question re- 
ceived the study and thought it deserves. Finally 
the question of cost enters in so strongly that it 
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Fig. 1. Application blank for admission to sanatorium. Actual size, 
81% by 11 inches. 


is indeed a stout-hearted board that will know- 
ingly add so greatly to the constant year-by-year 
overhead expense. 

There would be nothing gained in a prolonged 
discussion on the other points to be considered 
in connection with the site. To mention some of 
them should suffice: 

Transportation Facilities —Trackage for coal and other 
freight. Condition of roads. 

Water Supply.—Source of, quality and quantity. 

Site for Building Purposes.—Exposure, surroundings. 

Character of Site for Building Purposes.—Grading 
needed, protection from prevailing winds in winter in 
northern climates, dust possibilities, proper ventilation. 

Objectionable Surroundings.—Cemeteries, slaughter- 
houses, etc. 

Purchase of Sufficient Property to Prevent Future Ob- 
jectionable Surroundings. 

Ice Supply, Electric Light, and Telephone Service. 

SOCIAL CLASSES TO BE ADMITTED 

A question which should arise in any consid- 
eration regarding the construction of public in- 
stitutions for the care of the tuberculous is that 
of class or classes in the community the sanato- 
rium is to serve. 

There are: those who view the tuberculosis 
problem as one confined largely to that class 
forced by necessity to appeal to the local officials 
for aid. Although there are many in this social 
class who should receive aid to obtain proper care 





for their tuberculous, it is well known that only a 
limited number voluntarily appeal to the officials. 
Partly because of this limited number of appeals, 
the local officials doubt the existence of any con- 
siderable tuberculosis problem. 

However, the point I wish to make is that the 
tuberculosis problem of the community as a whole 
is not limited to this class, whether they appeal 
for aid or not. Any sanatorium established and 
maintained on a basis of supplying accommoda- 
tions for this class alone is exceedingly narrow in 
its vision and in its ambition, and will of course 
fail to solve in any great degree the tuberculosis 
problem of a community. It will never reach far 
enough to be of any considerable value to the com- 
munity—it may be for the particular class it 
serves, but even here its usefulness is often im- 
paired by the reputation it is likely to have as 
one for the “protection of the public” and not pri- 
marily for the benefit of the individual as it 
should be. For the same reason such an institu- 
tion never obtains active public support—its field 
is too small—not in its opportunities but in its 
“pull” on all classes from whom support should 
come. 

It should be a first principle that a tuberculosis 
sanatorium should offer much of real personal 
value to the individual admitted in addition to 








FINANCIAL STATEMENT 











Fig. 2. Financial statement to be filled out for patients unable to pay 
seven dollars a week. Actual size, 8% by 11 inches. 
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affording a proper place for one to go in order 
to protect others of the family group from infec- 
tion. It is somewhat difficult to persuade one to 
enter a public institution almost solely for the 
protection of the public. 

If sanatoriums are necessary or desirable to 
make a successful fight against tuberculosis, they 
should be built and maintained with such a stand- 
ard of service supplied as to enable them to 
reach all classes in the community which they 
serve. It is an error to provide general hospital 
accommodations solely for the “down-and-out” 
class in a community. It is a greater error to 
reach only this class with a tuberculosis sanato- 
rium if it is supposed to represent a consistent 
effort to control the incidence of tuberculosis. 


HOSPITAL PROVISIONS IN SANATORIUMS 


To be prepared to serve efficiently the tuber- 
culous of a community, a sanatorium must af- 
ford accommodations for really sick patients— 
sick as judged by the standard of a general hos- 
pital and just as much entitled to the accommoda- 
tions and nursing and medical care as general 
hospital cases. It is here that so many tubercu- 
losis sanatoriums fail in their duty to the public. 
They still offer the armamentarium of the orig- 
inal sanatoriums for early cases. 

In planning sanatoriums it must be realized 
that not all early cases remain early or favorable 
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Fig. 3. Sanatorium rules, to be read and signed by patient. Actual 
size, 8% by 11 inches. 
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cases; that accidents happen and complications 
develop even in this group of cases, and that 
under these conditions real hospital service is de- 
manded for the best interests of the patient. 

In the Minnesota system of county sanatoriums 
a minimum of 20 percent of the total capacity of 
each institution is provided for in rooms, single 
and double, to permit of such isolation as may be 
wise during emergencies, rapidly advancing dis- 
ease and death. It has been our endeavor to pro- 
vide treatment rooms well equipped, utility rooms 
and nursing equipment, diet kitchens, etc., to as- 
sist in the proper care of this type of case which 
is not usually included in the equipment of the 
earlier sanatoriums. 

In caring for all stages of tuberculosis there 
are those who can apparently do well with ac- 
commodations such as the lean-to type of building 
affords. In the northern climate, however, a 
small proportion only of the total capacity of the 
institution should be so housed. 

It is the experience of most sanatoriums that 
too great capacity is provided for the ambulant 
cases and too little for the bed cases. A plan 
which affords the maximum number of beds 
which can be used for either bed or ambulant 
patients is the ideal. This has been very well 
accomplished in the Minnesota sanatoriums by 
the use of small instead of large wards which are 
enclosed in glass and heated. Even if all single 
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and double rooms are occupied, bed cases in these 
small wards can be perfectly handled in the cold- 
est weather by closing some or all of the windows 
and turning on the heat during meals or at other 
special times. These wards are so arranged that 
they are ventilated from three sides thus making 
them as comfortable as porches in summer 
weather. 

Rest is probably the most important one agent 
at our disposal for the treatment of active tuber- 
culosis, but it should be rest with comfort. It is 
not always the coldest exposure which contains 
the greatest virtue. 

It is of the utmost importance to consider the 
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Fig. 5. Form upon which results of entrance examination are reported, 
as well as subsequent monthly examinations. Actual size, 8% by 11 
inches. 


value of small wards and rooms from the point of 
view of the patient. Patients who are objec- 
tionable because of their advanced disease or 
other reasons should not be placed in wards with 
others. The lack of ability to segregate such 
patients is given as one of two reasons why 35 
percent of all cases admitted into county sana- 
toriums in one state returned to their homes in 
less than thirty days. It may be urged that the 
expense of providing the proper number of rooms 
for such cases will be too great. We answer that 
by asking of what value thirty days or less treat- 
ment is to patients who might otherwise be kept 
several months. 


In this group of institutions in which 35 per- 
cent left within thirty days we find that 72 
percent left within ninety days. In eight Minne- 
sota county sanatoriums for which we have data 
18.5 percent left within thirty days, and 40 per- 
cent in ninety days—in other words, 60 percent 
remained in the institutions longer than three 
months. This is a pretty fair record, considering 
that these discharged cases included all those who 
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died in the thirty-day period, and, as preference 
by law is given to the far-advanced cases, many 
deaths occur in the first few weeks of sanatorium 
residence. 

The value of an institution treating tubercu- 
losis patients for short periods is small unless 
ene believes that patients can be rapidly in- 
structed in matters pertaining to prevention and 
cure, so as to permit of their safe return to their 
homes. Whether or not this can be done, unfor- 
tunately those institutions which lose their cases 
after short residence do not as a rule attempt to 
instruct or succeed in instructing their patients 
properly or well. The value of sanatoriums as a 
means whereby control of the patient is obtained 
over a period of time sufficient to permit of per- 
manent improvement is rarely conveyed to the 
mind of the average patient. Not only should 
the patient be convinced of this fact, but every 
effort should be made to induce the patient to re- 
main many months. This can be accomplished 
only through proper instructive lectures to the 
assembled patients by members of the staff and 
threugh the avoidance of discontent, homesick- 
ness, and monotony by an active administration. 


Patients should be provided with occupation, and. 


that does not mean farming necessarily, but the 
many harmless mind-relieving what-nots possible 
everywhere if those in charge only give the sub- 
ject the time and thought it deserves. In the 
majority of sanatoriums practically nothing is 
being done to overcome the monotonous existence 
which sooner or later resuits in the opinion on the 
part of the patient that sanatorium care is noth- 
ing but a housing proposition with fresh air 
added. This they can get at home. An active 
administration will do things for the benefit of 
the mental as well as the physical side of the pa- 
tient. 
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STANDARDS OF EFFICIENCY 


In order to accomplish results for the individual 
case a high standard of efficiency must be main- 
tained. There is a strong tendency to overlook 
the importance of such standards, and to rely 
upon untrained and inexperienced staff and em- 
ployees who are not only incapable of maintaining 
a high degree of efficiency but in many instances 

















unable to recognize it when they see it. I quote: 
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fig.7. Exercise chart, recording exercise and effect on patient. Actual 


size, 8% by 11 inches. 


Nursing management is in many instances sadly defi- 
cient. Charts kept by nurses were often both untidy in 
appearance and carelessly kept. The details of the nurs- 
ing care of bed patients were usually neglected—such as 
attention to patients’ hair, food trays, condition of bed 
side tables, appearance of rooms, cleanliness of bed side 
tables, and matters concerning the personal comfort of pa- 
tients. In many instances the nurses obviously did not 
understand the institutional management of patients. 


TRAINING SCHOOL FOR NURSES 

In this connection it is well to consider the re- 
sponsibilities of large tuberculosis sanatoriums 
in connection with the training of nurses for tu- 
berculosis service. Particularly at this time, 
when the entire nursing corps is being rapidly 
depleted by war demands, those institutions capa- 
ble of giving competent instruction should estab- 
lish training schools for nurses, accepting as ap- 
plicants former patients with arrested disease. 
Under present conditions it becomes a duty as 
well as a privilege. 


NURSING STANDARDS 


An institution caring for all stages of pulmon- 
ary tuberculosis should maintain one nurse for 
every ten patients. This figure will vary some- 
what according to the percentage of bed cases. 
It is rarely advisable or necessary to employ only 
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graduate nurses for sanatorium work. With 
proper direction most valuable service can be ob- 
tained from those who for one reason or another 
have failed to complete their training. In addi- 
tion to these, certainly graduates of special 
courses in tuberculosis sanatoriums can be relied 
upon—in many instances furnishing more satis- 
factory service than graduate nurses from gen- 
eral hospitals without special instruction or ex- 
perience in tuberculosis nursing. 


MEDICAL SERVICE 


It should be insisted that those physicians in 
charge of the medical service in sanatoriums be 
full-time men specially trained in this important 
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Fig. 8. Discharge report. Actual size, 844 by 11 inches. 


work. Much is written upon the subject of early 
diagnosis, its importance, etc., and still communi- 
ties will place the medical affairs of these sana- 
toriums in the hands of those with no special 
training or fitness to hold such positions. The 
sanatorium should be the medical center of a 
community so far as tuberculosis is concerned, 
and the superintendent or medical director should 
be in a position to advise and assist the general 
medical profession on this subject. 

The lack of proper medical supervision con- 
cerns the patients vitally. To quote: 

The lack of resident physicians and the resulting lack 


of medical attention such as most of the patients deem 
necessary cause dissatisfaction from the very outset of 
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SUMMARY FOR YEAR ENDING. 
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Fig. 9. Annual medical report of sanatorium. Actual size, 11 by 17 inches. 
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residence in the institution. Five institutions with a total 
of 322 beds (average of 64 for a sanatorium) have no 
resident physicians. 

It seems that the usual method of providing 
medical service for a county sanatorium is to en- 
gage the nearest general practitioner to make 
regular or irregular visits to the patients. Is this 
satisfactory? If the patients can be induced to 
stand for it and the function of the institution is 
solely for the protection of the public and not for 
the benefit of the individual patient, then the vis- 
iting physician may get by with it. The only good 
feature of such an arrangement is the remote pos- 
sibility that the physician may develop sufficient 
interest in the subject of tuberculosis, its diagno- 
sis, and treatment, to enable him to develop his 
abilities to the further interests of the public. 


CENTRAL AUTHORITY 

In any system of sanatoriums, if the word 
“system” is to be used relative to construction 
features and management, there must be some 
central authority. Some sanatoriums undoubt- 
edly would be most efficiently conducted without 
state supervision—others would not. Indeed, it 
would be most surprising if some institutions 
were not improperly conducted, considering the 
view held by many sanatorium commissions rela- 
tive to the purposes of these institutions. There 
is a strong tendency for small and medium-sized 
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Fig. 10. Daily record, showing cost per day per patient. 


11 by 17 inches. 


Actual size, 


institutions to degenerate into the poor-farm 
class. This is natural in case the public and not 
the individual patient is the main consideration. 

It is greatly to be regretted that so many state 
systems of county sanatoriums are without 
proper supervision. It is rather surprising to 
learn from state officials that no inspections are 
made and that no standards maintained, and this 
in states where such institutions have been de- 
veloped the longest. The county sanatorium 
movement is in for a “fall” unless higher stand- 
ards are established and maintained. 


EXTRA-SANATORIUM EFFORTS 

In addition to the sanatoriums, much must be 
done throughout the community if any great 
headway is to be made. Visiting nurse service 
is highly important; by means of these, dispen- 
saries and special tuberculosis clinics can be es- 
tablished in the smallest of rural communities. 
In rural districts, as a rule, people are not in the 
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to state or local authorities. Actual size, 
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Fig. 11. Financial report 
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SANATORIUM RECORDS 


Because of the fact that some sanatoriums keep 
no records of temperature, pulse, weight, and 
other important data, it would appear that there 
is a strong demand for a standard recording sys- 
tem which can be introduced in each institution 
in a state, not only making it possible to have rec- 
ords properly kept, but making them uniform 
throughout. 

The value of the set of sanatorium records here 
shown lies not in their superiority over other 
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Fig. 12. Patients’ register in use in all county sanatoriums in Minnesota. Akove is cover, and below are six of the pages. Actuai size, 
74%4 by 14 inches. 


habit of going away from their homes when they 
are sick, and the establishment of a sanatorium 
in itself is not going to persuade these people to 
go there for treatment. When a majority of the 
tuberculous in rural districts are not even under 
medical supervision, special efforts must be in- 
stituted to reach them, have them examined, 
classified, and advised as to sanatorium or other 
care. In this effort the sanatorium must closely 
cooperate. 
FOLLOW-UP WORK 

By means of the dispensary nurse and physi- 
cian a follow-up system worth while can be es- 
tablished, reaching discharged cases from state 
sanatoriums as well as from the county institu- 
tions. State sanatoriums should be conducted in 
close cooperation with county institutions. When 
a patient leaves the state sanatorium notice 
should be sent at once to the county institution 
in order that the follow-up work may be started 
immediately. By these means many releases may 
be avoided and money spent by the state and 
county saved from waste. An annual physical 


examination should be made by the dispensary 
physician and results reported to the state or 
county institution, as the case may be. 





forms, but in their use by all of the county sana- 
toriums of a group, thus permitting the same data 
to be gathered and kept regarding each patient. 

The illustrations to this article give a complete 
set of the records used in the Granite Falls, Min- 
nesota, Sanatorium for Consumptives, with the 
exception of the laboratory report, the tempera- 
ture chart, the bedside record, and the weight 
chart, which are also used. 

The laboratory chart, 814 by 11 inches, under 
the heading “Urinalysis,” has space for noting 
date, amount for twenty-four hours, color, trans- 
parency, reaction, specific gravity, urea albumen, 
sugar, bile, diazo reaction, and microscopical ex- 
amination; under “Sputum,” space for date, 
amount for twenty-four hours, character, tuber- 
cle bacilli (number, shape—long, short, beaded, 
etc.), other micro-organisms, elastic fibers, and 
blood; under “Blood,” room for general remarks. 
The temperature chart, 814 by 11 inches, permits 
records for thirty-one days, thus giving each pa- 
tient in the institution a new chart on the first of 
each month. The bedside record is a ruled sheet, 
also 81% by 11 inches, and upon it are noted special 
medications or treatments not possible to record 
on the regular temperature chart. Each patient’s 
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correct standard weight is estimated on the basis 
of height and age at the time of admission, and 
his gain and loss are represented graphically 
upon a weight chart 814 by 11 inches. 


MEDICAL RECORDS—-ANNUAL MEDICAL REPORTS 


It would be of great assistance to those con- 
nected with tuberculosis sanatoriums if annual 
medical reports included the same data and could 
be procured from the several institutions. Re- 
cently we addressed communications to a large 
number of tuberculosis sanatoriums, of medium 
and small size, requesting medical reports for any 
period of twelve months. With a very few ex- 
ceptions, we were unable to obtain any such 
reports, and those received contained such data 
that it was almost impossible to compare them. 

There is much that should be included in the 
report other than the number of cases admitted 
and discharged in the several stages of tuber- 
culosis and the results of treatment during the 
twelve months period. The least that a medical 
report should contain is information (regarding 
all patients under treatment for thirty days or 
longer) relative to lesion (incipient, moderately 
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Fig. 13. Card giving data concerning each case discharged from any of 
the sanatoriums, which is on file in the offices of the Advisory Com- 
mission. Below is shown the reverse side of the card upon which 
are noted data received from ex-patients during years subsequent to 


their discharge. Actual size, 4 by 6 inches. 


advanced or far advanced), the symptoms (A, B, 
and C) as classified by Rathbun’s modification of 
the National Association classification, the Tur- 
ban classification (I, II, and III), sputum (nega- 
tive or positive), and the results of treatment, 
together with the average length of residence. 
Reports should also show the time of residence 
for all cases, classified according to the stage of 
the disease, showing the number discharged at 
the end of certain periods, such as fifteen days, 
fifteen to thirty days, one to three months, etc. 
As stated before, it is rather startling to ascer- 
tain the number discharged in less than thirty 
days. The condition of the sputum on admission 
and on discharge should be reported on for the 
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different stages of the disease and for those tak- 
ing tuberculin, etc. If the records of individual 
cases are properly kept, a report containing the 
data required in filling out the form (Fig. 9) 
should be a simple matter for all institutions. 


FINANCIAL RECORDS 


A system of accounting should be installed in 
all sanatoriums, permitting of such a division of 
the maintenance accounts as will show the cost 
of running each department of the institution. 
The financial records should be standardized for 
all institutions operating as part of a state sys- 
tem, in order that there may be no confusion due 
to a number of systems and in order to permit of 
proper comparisons being made. It is well to 
divide the accounts and charge the proper items 
to the following departments: (1) Adminis- 
tration; (2) Care of Patients; (3) Culinary; 
(4) Domestic; (5) Agriculture, Engineering, 
Buildings, and Grounds; (6) Traveling Expenses, 
Sanatorium Commission Expenses, Insurance; 
(7) Increase to Inventory; (8) Lasting Improve- 
ments, each department further subdivided into 
salaries, services, etc. 

When such a report has been made covering a 
month’s expenditure, a very simple financial re- 
port can be compiled for submission to local or 
state authorities, by the use of the form here 
shown, headed “Financial Report” (Fig. 11). It 
will be noted that the expenditures are classified 
into “Maintenance Expenses” and those charg- 
able to “Increase to Inventory” and “Lasting 
Improvements.” A summary is provided at the 
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Permanent address 
Present address 
Present occupation . ° . working 
Condition now as eompered uM ith that on leaving Sanatorium 
Failing (explain) 


Seme yes, no. Improved yes, no 


Weight 


Sputum examined yes, no. Date 


lowest pulse 
oe Beeill: present absent 
Complication kidneys, bladder, or throat well, improved, same, worse 
Hemorrhages? 


..« highest temp lowest temp highest pulse 


Date and amount 
No. children 


Remarks: Kindly state whether or not you are supporting yourse lt by your present 


Single, married. No. children......... State of health each 


occupation, also whether or not you find any difficulty in obtaining work 











Fig. 14. 
after discharge from institution. 


Card filled out by former patients showing condition years 
Actual size, 34% by 5% inches. 

bottom of the report which shows the number of 
patient days, and from that the cost per day per 
patient, and the cost of meals (raw food) and 
the total culinary expense per meal per patient, 
and finally the net cost to the community after 
all receipts have been accounted for. Needless 
to say, in order to compute the cost per day, a 
daily record must be kept showing the total popu- 
lation of the institution. A loose leaf form such 
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as the one illustrated (Fig. 10) has been found 
entirely satisfactory. 

If patients are admitted into sanatoriums from 
counties not maintaining the institution and if 
some patients are free and others pay, the form 
permits of daily records being kept of these facts 
as well as the number of patients on leave of 
absence, deaths, etc., etc. 

Likewise a standard ‘“Patients’ Register” 
should be compiled for use in any given system 
of institutions. Information desired may vary 
in the different states. Sample pages are shown 
here (Fig. 12) illustrating the register in use in 
all county sanatoriums in Minnesota. Reference 
to this register usually enables one to fill out 
properly insurance papers, death certificates, etc., 
without having recourse to the other records of 
the case. 


DATA CONCERNING DISCHARGED CASES 


In order that valuable information relative to 
the accomplishments of sanatorium care of the 


tuberculous may be obtained other than that 
shown by the annual death rate, the Advisory 
Commission has on file in its St. Paul office a 
card (Fig. 13) giving data obtained and sub- 
mitted upon the discharge of each case from all 
institutions caring for the tuberculous. It has 
been customary to address communications to 
each discharged patient during subsequent years 
to learn present conditions, ability in self-support, 
etc. The card upon which the data is obtained is 
also shown (Figures 13 and 14). Much valuable 
information is obtained from these discharged 
patients—many of them write letters of unusual 
interest bearing on their institutional experience 
and their efforts to maintain themselves in after 
years. 

After a period of years a statistical study will 
be made showing the percentage of living cases, 
etc. The card upon which the data are obtained is 
in showing the permanent results of sanatorium 
treatment. 





INDIRECT LIGHTING FIXTURE FOR PATIENT’S 
BED 


One Fixture Serves as Reading Lamp, Night Light, and 

General Illumination—Easy to Operate and Care For 
By H. V. PETTIT, Superintendent, Ottawa Tuberculosis Colony, 

Ottawa, III. 

The accompanying illustration shows a light fixture 
which produces the best possible light for hospital use. 
The larger object in the illustration is the fixture which 
is attached to the wall; the smaller is the reflector which 
sits down into the large fixture, holds the light, and 
throws the beams upward against the ceiling. 

The fixture is hung on the side wall about two feet 
above the head of the patient’s bed. With this arrange- 
ment the patient is looking away from the light, which is 
a decided advantage; at the same time he has the benefit 
of an indirect lighting system of sufficient intensity to 
make an ideal reading light. For patients who wish a 





X-ray indirect lighting fixture and the reflector which goes inside. 


the wall bracket lighting so successful. It is corrugated, 
and directs the light from the bracket entirely to the ceil- 
ing with the illumination concentrated directly over the 
head of the bed. 

The fixture has the following advantages: (1) it ab- 
solutely prevents glare from the light shining into the 
patient’s eyes; (2) it eliminates the necessity for cover- 
ing the lighting fixture with newspaper or cloth to get 
a subdued light; (3) it is easy to keep clean and can be 
furnished with a glass dust cover, making the unit en- 
tirely sanitary. 


WHERE OUR WOUNDED ARE CARED FOR 


American Soldiers Receive Splendid Treatment During 
Period of Recuperation in British Hospitals 

The accompanying picture shows the bath ward of the 

South African Military Hospital at Richmond, England, 

where wounded American soldiers are being cared for. 
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dim light, there is an arrangement by which it can be Here the treatment for septic wounds consists in keeping 


secured by turning a switch. 


The silver-mirrored reflector is the factor which makes 


the patient day and night in a bath at a temperature of 
98 degrees Fahrenheit. 
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THE PRESENT-DAY PROBLEM OF THE HOSPITAL INTERN* 


Shortage Caused by War Necessitates Complete Change in Character and Length of 
Service—Ideal Internship for Accomplishment of Intensive Training Outlined 
—Clerical and Laboratory Help of Great Assistance to Intern 


By HAROLD W. HERSEY, M. D., ASSISTANT RESIDENT PHYSICIAN, MASSACHUSETTS GENERAL HOSPITAL, BOSTON 


MONG many other problems made more diffi- 

cult for the hospital administrator by the 
war is the problem of securing a sufficient number 
of competent interns, providing them with a satis- 
factory service and graduating from the institu- 
tion efficient, trained men. The war has multi- 
plied the difficulties of this problem as it has 
every other phase of hospital administration. 

The year of hospital internship allowed by the 
government is in many cases a shorter period 
than was normally outlined for the completion of 
the service. Consequently, at some of the hos- 
pitals it has been necessary to shorten the servicé 
considerably and to advance the men through the 
various grades of service much more rapidly. In 
other hospitals, it has been thought wise entirely 
to readjust the schedule, changing from a 
combined medical, surgical, and obstetrical serv- 
ice to a definite medical or a definite surgical 
service. 

In our own case, at the Massachusetts General 
Hospital, our surgical service, previous to the 
entry into the war by the United States, was 
of twenty-one months’ duration and divided into 
three-month periods, while the medical service 
consisted of eighteen months, also divided into 
three-month periods. Both services are now re- 
duced to one year and are divided into two-month 
periods. 

In spite of the best efforts, the various posi- 
tions have been kept filled only by constant ad- 
justment. Men on service have been called into 
government service. Men who were to have filled 
the later appointments have been called before 
commencing their hospital service. 

This shortening of service, the changes in the 
curriculum of many of the medical schools, the 
diminishing number of applicants and the increas- 
ing need for medical men in the army and navy 
have necessitated changes in the duties of the 
interns and have not only made necessary in- 
creased application on the part of the intern, but 
also called for and received the best efforts on 
the part of the hospital to equip these young men 
properly. 

The question naturally arises: Are you making 
every effort to make the term of service for your 
intern one of profit and to turn out well-trained, 


* Read before the Twentieth Annual Convention of the American 
Hospital Association, Atlantic City, N. J., Sept. 24-28, 1918. 


alert, capable men? Will these men be enthus- 
iastic rooters for your hospital or will they feel, 
as they look back on their service, that it could 
have been more profitably spent? Will they be 
a credit to your training and a benefit to the com- 
munity? What may be done to systematize their 
work, and what may be done to allow them to 
employ their time to the best advantage? 

These are but a few of the questions which are 
being met daily, and, with the diminishing num- 
ber of interns, every effort should be made to 
standardize their work and offer an internship 
which will make your hospital sought by the 
medical students, not only now but in the less 
belligerent times which will soon follow. 

Just what should constitute a definite, well- 
balanced internship? It is obvious that it will 
be impossible for all hospitals to offer the same 
type of service. It is just as obvious that it will 
be impossible for all hospitals to devote the same 
amount of time to the instruction of their in- 
terns and equally impossible for all to offer the 
same advantages in equipment; but it is perfect- 
ly feasible for all hospitals to formulate an ideal 
internship and to approach just as near to ideal 
internship as it is practically and financially able. 

With this definite schedule, it should be the 
effort of every administrator to check up the 
work of his interns at frequent intervals and to 
see that they are profiting by their opportunities 
to the fullest extent. 


AN OUTLINE FOR AN IDEAL INTERNSHIP 


As an example of an ideal service for the in- 
tern the following are essential: 

1. A definite, well-planned series of duties 
should be so arranged that the intern begins with 
the more simple duties and passes, at stated in- 
tervals, to more complicated and more important 
ones. 

2. <A well-equipped laboratory should be pro- 
vided, and the intern should become familiar with 
the routine laboratory tests, the examinations 
of the excreta, the sputum, blood, etc. He should 
have the opportunity, upon the ward visits, to 
see the patients from whom these specimens are 
obtained and to associate the physical findings 
with those of the laboratory. Far too many 
laboratory examinations are purely mechanical, 
and insufficient opportunity is provided for cor- 
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relation between the developments of the ward 
and the laboratory. 

3. Upon assuming his duties the intern should 
be called before the administrator and carefully 
instructed in those duties, and should be told what 
will be expected of him and what will be the op- 
portunities of return to him. 

4. Following this lecture by the administrator 
the intern should be given a carefully prepared 
book of instructions and rules with which he 
should become thoroughly familiar. 

5. Definite instruction should be provided by 
a competent anesthetist in the administration of 
anesthetics, and the intern should be supervised 
in this work until no risk to the patients is in- 
volved. 

6. An out-patient department or dispensary 
should be provided for the treatment of ambula- 
tory cases. In this department the intern should 
receive an invaluable training in diagnosis, a grad- 
ual approach to the more complicated treatment, 
an insight into the type of case more commonly 
met in private practice, and, what is fully as im- 
portant, should become familiar with sickness 
from the patient’s point of view. 

7. A definite period of service should be pro- 
vided in the emergency ward, if possible, under 
the supervision of a senior officer. 

8. Careful instruction by a surgeon specially 
skilled in the treatment of fractures should be 
provided, with demonstration by the intern of 
his having grasped this treatment, including care- 
ful explanation of the importance of the early 
recognition of fractures, the importance of x-ray 
examination on borderline cases, especially on 
cases of head injury, and an explanation of the 
legal aspects of fractures. 

9. Definite instruction should be given in the 
use of the roentgen rays and in the interpreta- 
tion of the findings. 

10. Training should be given in the recording 
of patients’ histories and in the keeping of con- 
cise records, with a full understanding of their 
importance. The legal aspects of records should 
be explained and the importance of keeping from 
the records suppositions and trivial remarks tend- 
ing to injure the hospital. 

11. The staff should consist of broad-minded 
men, capable of and interested in the instruction 
of interns, and the findings of each case should 
be discussed and demonstrated. 

12. A well-equipped pathological laboratory 
should be provided, an energetic effort should be 
made to secure post-mortem examinations, and a 
demonstration should be made of the pathological 
findings. 

13. The work of an intern in any one depart- 
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ment should be carefully checked and come up to 
a definite standard before he assumes the duties 
of the following grade. 

14. Upon assuming new duties of any grade 
or department, there should be a careful transfer 
of service and a careful explanation, both of the 
duties to be assumed and of the condition of the 
patients on the service. This is especially neces- 
sary in the transfer between the junior and the 
senior, particularly on the surgical service. It is 
at such times that the seriousness of a patient’s 
condition may not be fully grasped, that medica- 
tion may be continued unnecessarily, and that 
stitches and packings are forgotten. 

15. Opportunities should be provided the in- 
tern to do research, and he should be encouraged 
to avail himself of these opportunities. 

16. The interns should be encouraged to hold 
conferences, at which papers should be presented 
by the different services upon unusual cases, or 
subjects of unusual interest. 

17. A definite review of the intern’s work 
should be made at stated intervals by the heads 
of the service, an explanation should be given to 
him of the points in which it is below standard or 
could be improved, and an attempt should be made 
to turn to him work in which he is not receiving 
sufficient experience. 

18. The surgical intern should be required to 
assist at a prescribed number of typical opera- 
tions and actually to perform a prescribed num- 
ber of similar operations under supervision. Too 


- frequently the intern is dependent upon the gen- 


erosity of the visiting surgeon, and the actual 
skill and technic acquired by the interns of dif- 
ferent services varies out of all proportion to the 
types of cases admitted to the services. 

19. The intern is benefitted by close coopera- 
tion between the hospital and the medical school, 
and an attempt should be made on the part of the 
medical school to explain to the students the op- 
portunities for summer work in the out-patient 
departments and dispensaries, as well as the pos- 
sibilities of working on relief work and as as- 
sistants during school terms. A further explana- 
tion should be made of what the hospital will do 
for the student and what the student should do 
for the hospital. A series of lectures at the med- 
ical school during the school period by leading 
hospital administrators on hospital routine would 
tend toward greater efficiency, while a short elec- 
tive course on hospital administration should in- 
terest students and show them the possibilities 
in that line of work. 

20. In order to maintain the health of the 
interns at its best, they should have comfortable 
and cheerful living quarters with adequate baths 
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and lavatories. A rest room and a room with a 
piano or a billiard table furnish effective means 
of relaxation, while a tennis court or means of 
sleeping on the roof give the men the benefit of 
fresh air. Adequate time off duty should be pro- 
vided. Two weeks’ vacation during a year’s period 
of service is not too much and gives a reward of 
service to which to look forward. 

21. The intern should be encouraged, during 
his term of service, to check up the end results 
of his cases with a view of shortening the days 
of hospital treatment and putting the patient into 
condition to return to work as a permanent wage 
earner at as early a period as possible. 

22. Finally, for the good of the hospitals and 
in justice to the intern, an attempt should be 
made to standardize the hospital, in order that 
men graduating from different hospitals may 
more nearly approach an equal footing and be of 
equal benefit to the community. 

Of course, the foregoing outline is more or less 
an ideal or a suggestion, along which lines we are 
all attempting to follow, more or less closely. It 
is impossible at present for all hospitals to ad- 
here to such a routine, but much may be gained 
by a similar schedule. 


METHODS OF MEETING PRESENT DIFFICULTIES 


Now, a word as to what may be done to re- 
lieve some of the present difficulties. It is obvi- 
ous, as stated above, that, by changing the term 
of service or altering its type, it will be possible 
to give the men a year of intensive service. The 
men will, in many cases, move forward much 
more rapidly and will have less time to apply to 
their duties. To offset this, every effort should 
be made to make this term of service one of in- 
tense application and absorption, to see that each 
step counts and that less important duties are 
delegated to clerks or trained assistants. 

Admittedly concise systematic records must be 
compiled by the intern, but the drudgery of this 
work and the time consumed may be lessened by 
dictating one’s findings to a paid stenographer, 
who wil! type the record at a later period. Not 
only is time saved to the intern, but a uniform 
typewritten record results, in strong contrast to 
the illegible, hastily constructed, hand-written 
sheets which are frequently impossible to de- 
cipher. If funds are not available for employing 
such a stenographer, it is often possible to secure 
the services of highly educated, conscientious, 
volunteer workers who are eager to aid the hos- 
pital and who perform these duties in a creditable, 
efficient manner. - Many hospitals have found the 
dictaphone of value, the intern dictating his ob- 
servations at his leisure and the clerk subsequent- 
ly transcribing the record. 


‘more than repay for his services. 
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In the laboratories, paid technicians may be 
employed to advantage. It is asserted that a 
certain amount of this work is absolutely essen- 
tial to a man about to practice medicine. Cer- 
tainly it is. But the up-to-date medical school 
has usually given its men a solid foundation in 
this work, many of the men have frequently 
served as substitutes or relief men during the 
medical training, and it is quite feasible to short- 
en this period of service to a considerable extent 
and leave more time for actual care of patients. 

Furthermore, much time may be saved to the 
intern by having these data added to the charts 
and records by trained clerks rather than by hav- 
ing the laboratory intern pass from ward to ward 
consuming an hour or more daily. 

It is absolutely essential that an intern should 
receive careful, systematic instruction in the ad- 
ministration of anesthetics and its subsequent ap- 
plication under watchful supervision. But it is 
equally non-essential that, having demonstrated 
his ability to the satisfaction of the hospital 
anesthetist on a stipulated number of cases, he 
should sit morning after morning anesthetizing 
patients, when there is a crying need for men 
capable of active, concise and rapid treatment. It 
is perfectly possible to secure nurses for this 
work, who, by thorough training, become compe- 
tent anesthetists. Incidentally, by cooperation 
with the schools, it is frequently possible to se- 
cure medical students for a period of a month or 
so, who may be trained for the same work. 

Some hospitals which have not previously been 
able to avail themselves of the services of women 
interns are filling some of their vacancies from 
these graduates. The difficulty, of course, is that 
few hospitals have adequate living and dining 
quarters for this purpose. 

The question whether or not the intern should 
receive a salary must, of course, be decided by 
circumstances. Other things being equal, it is 
usually considered that the intern receives suffi- 
cient in the way of training and experience to 
In the smaller 
hospitals, however, where fewer cases are avail- 
able, it is sometimes necessary to allow a definite 
salary, which, of course, appeals to the men who 
have reached the end of their resources, or who 
hope to lay aside a small amount with which to 
enter practice. Many good men are secured by 
the small hospitals through this method, who 
would not otherwise be obtainable. 

Is the year of internship allowed by the gov- 
ernment or the hospital year advocated by the 
medical schools and the state boards of medicine 
sufficient? From my observations, I should say 
that it is not. The apparent skill acquired by the 
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interns who train over a longer period seems 
sufficient to warrant a return to an eighteen or 
twenty-one months’ appointment at the end of 
the war. 

Many of the medical schools are conducting 
practically a continuous session, so that classes 
are graduated at different periods of the year 
than formerly. The hospital administrator would 
do well to acquaint himself with the month of 
these graduations and take steps to let these grad- 
uates know that his hospital is on the map and 
eager to use them. 

SUMMARY 


To summarize: During the war it has become 
more and more difficult to secure interns for hos- 
pital service. 

In many instances it has been necessary to 
shorten the services or change its character en- 
tirely. 

Because of the changes in services the intern 
should be instructed much more carefully than 
formerly and given a concise, intensive training. 

As an aid to the accomplishment of this inten- 
sive training an ideal internship should be out- 
lined and adhered to as strictly as possible. 

By utilizing the services of clerks, stenog- 
raphers, laboratory assistants and _ volunteer 
workers, by the use of the dictaphone, by the 
aid of nurse anesthetists and women interns, 
much time can be saved to the intern, and his 
year of hospital training can be made one of 
profit. 


Abstract of Discussion 

Dr. H. M. Hurp, Baltimore: I have been of the opinion 
for some time that the third-year medical student ought 
to have some opportunity of serving as a substitute, in 
order that he may prepare himself for the final year and 
that it may be possible for him to get more out of the 
final year than he would otherwise. 

I think the suggestion that less time be spent on 
writing history is a useful one. I know several institu- 
tions where the dictaphone is in use and where, after 
an operation or after the ward rounds, it is possible for 
the medical officer to dictate what he has seen about the 
different cases or the steps of the operation. Then all 
the routine and drudgery of transcribing it and type- 
writing it is taken up by a worker, and I think volunteer 
workers might be secured for that. In many hospitals 
lately it has been customary for this service to be in a 
special division of the hospital during the entire twelve 
months; for example, twelve months in medicine, twelve 
months in surgery, twelve months in gynecology, etc. It 
seems to me desirable that we should give at this time 
of the year, under the circumstances, a divided service for 
the large hospitals, so that the interns may see different 
branches of service and be prepared to do two things— 
first, to be of more service to the community immediately 
after they leave the hospital, and to be able to do the 
things for which they are not especially prepared other- 
wise; and, second, to fit themselves for army life, where 
this all-around service is most essential. More attention 
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should be given to the instruction of the intern. The 
intern usually comes in in a rather dilapidated condition, 
after his three or four years of hard service, and is some- 
times inclined to feel as though he has come into an easy 
place, but I think he should understand that the hospital 
year is the hardest year of the whole four. 

Dr. W. G. NEALEY, Brooklyn, N. Y.: We have the one- 
year internship, in which a man gets surgery, medicine, 
and obstetrics. We have no trouble getting interns. We 
have nine at present. I think this is partly due to the 
well-rounded service which is given. Perhaps it is not so 
efficiently conducted as it was when we had a two-service; 
now, we have crowded a two-year internship into one year. 
Some time ago we called the interns together and asked 
them if they would like us to cut out the gynecology and 
obstetrics. They said, “No, we don’t get that in the 
army, and we are all going into the army. That is why 
we come here—to get the well-rounded service.” 

Dr. WALKER: I think that the Harlem Hospita!, New 
York City, has the best service for a young man getting 
out of school that I know of. I was fortunate enough to 
get into Fordham Hospital. There we had a two-year 
service. We went in three months on the medical service, 
we switched over three months to the surgical, then back 
to the medical, back to the surgical, until our last six 
months. Then we elected by examination whether we 
would have a surgical or medical hospitalship. I think 
the combined service is much the best for a young 
graduate. If you go in and get a service that is straight 
medicine, you miss a lot that you would get from a 
surgical service, and vice versa. 

Mr. JOHN N. Norris, New York: Colonel Smith told 
me the intern would be allowed to secure his hospital 
service, and he said he must secure it practically imme- 
diately. That would mean we will have to abolish the 
graded service. We hadn’t anticipated that, and we are 
planning at the Presbyterian Hospital to take our entire 
staff of sixteen interns on at once. Of course, that will 
require considerable modifications of our schedule. 

Dr. JOSEPH B. HOWLAND, Boston, Chairman: The ruling 
that we have gone on at the Massachusetts General Hos- 
pital has been that any man has sixteen months after 
graduation to get in his year’s internship; that is, if he 
gets in immediately after graduation, he is taken into 
the army at the end of that year, of course, but a little 
allowance, four months, is given in which to secure an 
internship. What Mr. Norris says about it is quite dis- 
turbing. If we have to get it in all at once some of us 
will be left high and dry between the graduation. I have 
found, though, that many of the men in the War Depart- 
ment are right out of civil life; they know all of our 
troubles, and they are very helpful. 


Provision for Additional Piping and Wiring 

In these days of largely expanding ideas, there are few 
hospitals which will not at some time in the future require 
additional piping or wiring. Experience has shown that 
it is difficult to install such piping and wiring without 
seriously disfiguring and also making the cleaning of the 
hospital difficult. One method of looking toward the fu- 
ture is to drop the ceiling of the corridor about 12 inches, 
using suspended metal lath. A narrow and long trap door 
should be placed at intervals of 15 or 20 feet and always 
at the turns. The space above this suspended ceiling 
makes an ideal raceway for future piping, involving a min- 
imum of disfigurement. It is also possible to use this 
space for ventilation if connected with some vertical duct. 
The trap doors should then be made of open grillwork. 
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The Journal Used for Debits and Credits Which Do Not Involve Cash—Treasurer’s 


Journal Entries 


By CHARLES A. PORTER ann HERBERT K. CARTER oF THE STAFF OF THE MopERN HospITAL 


[Continued from January issue, p. 38] 


THE JOURNAL . reference, including any necessary information 

Owing to debits and credits to the General pertaining to them. An ordinary Journal may be 
Ledger and Income Ledger which do not involve used that has the date, item, folio, and amount col- 
cash, and consequently cannot be posted from the umns. Reference should be made in the Journal 
Treasurer’s Cash Book, it is necessary that a Jour- to the page in the General Ledger to which each 


nal be used to handle these transactions for future item is posted. 


TREASURER’S JOURNAL ENTRIES 


1 
NN ge at un io 4 Wola heal ek pW ee densea ka baked bed oaeear eau Dr 
Nie re a st tc fa late a Md lk ene ab orrindahia ak dali WAAR ane 4 boda SaRtacaaNee ROE Dr 
CN cbt o> GRA i alt ed 6h Khe eS XDA KS Oa a Oe AROS CRY SAA ne ae eles Dr 
a ee 
re ont A waked Meee h ene di anedanend Oiae ehaaleete Cr. 
SR ee re Oe ne i Een Se ere ee eT ee ee Cr. 


For value of same, not including accrued interest, given to the hospital; record of 
details, including name of donor, etc., name of stock or bond or property on which 
mortgage was issued. 


2 
i er ie wes we dig. Gch kd REGIA HOA ORM RAM ee Raed ee baa ee dene Dr 
I i ats honed aura aes SOOKE Re ae eee en sea es ae wa eee weed Cr. 
For value of same received in full or part payment of property sold. 
3 
TT SR ee Te RE ee ae ee eee eT Dr. 
ee re iste wheats bipanand odessa enalinl ia Sa manana MRS dad baa bgild a aa aae Dr 
IN cag ce na tank la led Th lnk wk Me a ic he vr aed ae Simigie Sram avell ie aim Rem AMaweevaiewe Dr 
Ia tw als anlar as ai im hin vam dW bite WR we rl 
NN aaa ASSN NaS Kh RR RK RS SOREN ERRE SCORE LOWS eren SOS Cr 
ON SE ee ee ee ee ee ee a Cr 
a ova aa wi Sinn wai eh mie ees beh Sula i atwn Sane wae Cr. 
I a ia a i a i a eae Di ae eee ees Gad Cr. 
For value of above given to these Reserve Fund accounts during month (describe in 
detail). 
4 
nn IN i oi o ci RAMAN ROOK ORS ee Keene anldaseebesu . Dr. 
Oe i aig GF iis a ala al Pal aud Mune Geo bak Re Raa ore ta oe oe 
ee ee ee re ae eer Dr. 
I I sg mini x 4a we ered dle Ge CES A Oa we Deas we eee Dr. 
ee te on ace we nse dm adk gales nia a ee wa eM dee erelen Cr. 


Amount charged off above account, liability of the hospital having ceased. 
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DPeseeeee 


It is to be understood here, as in all journalizing, that the debits are given first and the credits 


last, and the latter indicated by the amount being set to the right. 


en Nc ce Gs wwe Nw SW Ge WOON ROKR wea ew eae ee 
I ne cigs a oc al simian Aiea alae RR au les eRe eR and ed One oe Racal Cr. 


Accounts transferred from Partly to Endowed Bed Funds owing to completion of 
endowments during month. 


6 
i SO Stn la oe eRe AM A PRMD EERKE Dn eed oe wee hae Dr. 
aoa ache casts do hak WRN we A se WAR RR iW See ae Dr. 
icici Sahin tin Ceara Ae wk KUNE a muon cine Sabi ee eae ares Dr. 
rs iis ce tbe heneeei ah eh baw ae kata e dn heen ekbeeddeeneubadueeereeewen Dr, 
i i aa Oe a alae Ai a art lla de eee a aia ta eek gold Ded Belek Ke atc Cr. 


For expenditures as shown by voucher register and reported by the Superintendent for 
the month. 
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7 
i fee ee oS lee es wndud she wice dake oe how enecaeunes Dr. 
arid aoa eRe hood hie alk Gok nb avele.da Kare nek die aera kh wade ween dee Dr. 
ee are dan sone sa awe aed Wands 6000s db bees adaeeetandednsuncoe’ Dr. 
i a a se eed deb beewaeaeeeeaceacoeded Cr. 
Value of above received during the month if capitalized. 
8 
I a tla Oia ww ie bead Dr. 
a Es ne ei ow pula Mama akWik mand enenme Dr. 
ERE a ee a nee a Dr. 
ee RN ee ke ages hed vhs awibbvuvabdsseseuvedoces Dr. 
a i re aed alka cde ead adhe eke ed eawbuimaae Cr. 
For profit on sale of such property above its book value. 
9 
ee ar ch reeds ates ete tesa dbe pi dcestewniedaneeonbuda Dr. 
ee ee a Cae te wad ab anna wake dad ees Wale w eRe mda weedow es euen Dr. 
nia gicee oy se ans kb ee ee waKa ee ata RanSeeaes Cr. 
ESE SEER RT COLETTI EAE Ce Oe Dee ee ae ee eee: Cr. 
ee eee eee ead 6 dea ebge adele sawdeseedeeu Cr. 
Loss due to fire or sale on above during the month. 
10 
cc ee cece k desi e ia seas ORa we 240 des bebe edna Cs eeseoawae Dr. 
ae a er aE ee aii clan sk elcid Oe ae Wa a nae aS ea aie RW once eed Cr. 
eek eh inse ds Sade Shae betwee ened adwedeehedeesesede Cr. 
ee ee ee ee eet gees ud eadiniieeawsa ¥en deawe Cr. 
For reserve for depreciation and repairs on capital property. 
11 
EE POTEET Oe PO PEP T ee eT OTT Ie eT eee OT er er eye Dr. 
EER er Cr. 
rae eae ere ns dns eh sae Waele a IA eps wale Ee DEA ON de aed RMSE Kes Ken eedadis Cr. 
ti eee dadsee caadd a ee ke eu hele been 6 sb4 6s eee Kare eaeke Cr. 
EES TEEN Ny oF ee eee eee ae eee Cr. 
ee i eld alee Shae Se Aaa wa ehs Ka es inn ie we Cr. 


Loss or depreciation charged off during the month on account of sales or a basic change 
in values. 


12 
ee a Se ie th eee eaweNs NONee wee eeawn ee halal Dr. 
i ae aces abe aide sk kd ob de wee ewe ks 08s Cr. 
For such accounts charged off as uncollectible during the month. List each account 
separately. 
13 
SREY EC ee ee ee ee ae ee Dr. 
ee i ce Ree GAME s 6s 66k WARM de he eR Oubesed based Cr. 


For renewals of above during the month. List each on one side only—usually the 
debit side is used. 


TEE 6 OORUNG WEE TINIE. 6.5 5a o oi svccecceccscccescccssecesenceeees 


EEE as ee ee 
Amount of Superintendent’s bills receivable and other hospital earnings as shown by 


his report for the month. 


15 
ee NS, cs ence edeeccapecce en eenesvesedeeeeeeene Dr. 
EEE COT TE LTT ETT OTT TT TORE EET CETTE ETT Te Cr. 
Surplus amount of general material on hand as shown by Superintendent’s report. 
16 
EE EE ETE ee ee Pe ee ee ee Dr. 
ee ccc ee canes ewe nnsennensesdecenseagewes Cr. 


Grand total current and capital expenditures as shown by the Voucher Register—list 
Superintendent’s accounts receivable charged off during the month as reported 
Loss and depreciation of general materials as reported by 
(See Schedule 1.) 


later. 
by the Superintendent. 
Superintendent. 
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Grand total current revenue for month: 
I wed Od Gh Veleduheonuae enh bad eel nekedob es nn tdedsseceneeskiaeel OS. B..s00 
ste eeS phd cia ak CBS ba bb bd baie KORO Od kee ea ngeaetedeunian ened Dr. $ 
I ol nah en cae h eh a eee a beed b 98s Re whdeubaanawianesenawade |. er 
I Ah ha Gast ha eisai ucs 4's oak wae aod a a eb dna ented tad Be bho baie et 
ih. olathe cet cM anced Meh mcek side walked ad On one Beibtdeadameeer a Se 
Income investments in General Endowment Fund....................0.0e00 ce eeees oe ee 
i ieee cu ced bobs asp 6s 6 teen ae aoe e edd ead eeea rac saaweenasau a 
a ne a eee eos abasic a boced eee haniaaudkeeous a Sa 
I ao tine he te ae le gt i ie ae ua | ee | ae Se 
Appropriations from special funds for current expenses... .............00000 eee eeees = eee 
I i diancdneuGaadandnd.seakbkukes WEARS LEEK Cdn heL6 bp oer be eeanei ee. [Se 
Ek std sik eo Scud s ene baba aida memiranaeeek deen nnine daa Cr. Dicceas 
Amounts transferred from above to surplus and deficit account during the month. 
18 
NS irik it bnce.vcdne vin dda beds adensbianksasanndien i Soe Sani 
AA Siddvenkeakerdeeudied ns sesbdeesshabwditcksiovddehsddsaetaldssdcimdene Cr. Dianwue 
a, ini CC een a don cae S Sake yeaa ne eeeeenerecnse owes ebnthaee Cr. Bias anus 
ne a i a a ns eld Ream cia ania ale A aied Salonika Cr. ce idvbie 
For amounts accrued during the month and remaining unpaid. 
19 
ed aii ae ea eee ebee eather tadeiheebnne ceeeee cekeendels  Diidees ann 
ad oes ea ees hd Oe hae SOREN eee ederaaitees Cr. Ss eanne 
a ek ena as Nit bela eb bS 1S Wee ewes babe senate eeekbake sed Cr. Bonen 
ts coe ene neeeeeah dacdeben esa bee Mbabs ees aserekned Cr. cise ec 
I NN a ae ee a ale Bnew ane @ bak oc ae mele Cr. ieween 
For book value of sales as per Individual Ledger accounts. 
20 
i ot uk deeds anette deen eds aieemsseiadh aapanesdlned es Dr. $ 
RE OE a ee eT PS ee ee Cr $ 


For renewals of mortgages (give details). 


In case the Treasurer of a hospital has to open a set of books for the reason that a new institu- 
tion is being started, he will have to make the following Journal entries: 


1 
I oI ca ae Os rn Ci rR ait Maen 5 ie ciel helt as ae eal le ia ate ales Bian 0 arr bea 
IS o's. bia anit dnc Oe ear eae te Ee eel ees Oh at iad iA i De ok Cr. arr 
For amount of subscriptions guaranteed by individuals (the names and amounts 
appearing on the subscriptions list). 
2 
ont hire A gid de it aban aR A Nines ea aa ee bd eee GA Gas tare came SS 
I eta tir ea am ale cia atiae tua parie Bie wh Ga A wGae meant SAARI LA Rubialsniel Sian wear led oll oe Seer 
le od a Ge Ee ei ne ee etn sand OPES aes Oe bese ice eo 8 SY Bee 


For the amounts paid in by the subscribers. 
[To be continued.] 


Planning for the Hospital Laundry 


In planning for the hospital laundry, in fact for any 
laundry, it is desirable to test the water for lime and 
magnesia. If these are present in considerable quantities 
it will be apparent from the hardness of the water and 
it will be worth while to look into one of the systems of 
“water-softeners” which are in vogue for the treatment 
of alkaline waters. 

The saving in soap and washing compounds will amount 
to quite a tidy sum in the course of a year, if the water 
is treated to remove the lime and magnesia, and in addi- 
tion the linens, woolens, and other laundry will have their 
lives of usefulness extended quite materially. Woolens 
will come from the laundry soft and with a minimum of 
shrinkage if washed in water from which the alkali has 
been eliminated. 


Packing the Wringer 

In the packing of a centrifugal wringer or extractor, 
the mere fact that its mechanism is balanced from the 
center indicates that the placing of the clothes must be 
done evenly so that the weight is maintained equally 
throughout. The best way is to lay the articles easily 
around the bottom and side. When the wringer is started, 
it will then adjust itself unless the weight is much over- 
balanced in some place, in which event, of course, you 
run the risk of an accident. The principle of extracting 
the water is that of throwing the articles against the 
sides, which are full of perforations, so that the cen- 
trifugal force of the motion drives the water through. 


He who can take advice is sometimes superior to him 
who gives it—Von Knebel. 
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LITTLE JOURNEYS TO PLACES AND PEOPLE WORTH KNOWING 





The Eighth Little Journey—To the Hospital for Ruptured and Crippled, New York— 
Crippled Children and Uncle Sam’s Wounded Soldiers and Sailors 
Share Its Advantages Today 


By MARGARET J. ROBINSON, R.N., FIELD Epitor, THE MopERN HospiTaAL, CHICAGO 


HE Hospital of the New York Society for the 

Relief of the Ruptured and Crippled must 
have been built by an architect who loved chil- 
dren. Such, at least, is the testimony of its 
wonderful roof gardens and school rooms where 
these small, twisted pieces of humanity grow 
stronger in the light and air, high above the dirt 
and crowd of New York’s East Side. 

The history of the origin and progress of the 
hospital tells that as far back as 1842 the distin- 
guished surgeons and philanthropists of New 
York realized the necessity of hospital facilities 
for ruptured and crippled children, and an organ- 
ization known as “The Society for the Relief of 
the Ruptured and Crippled” was finally started 
in 1863. 

Some of the best people in the city of New 
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with the need for the work to be done. Dr. James 
Knight was the founder of the institution. After 
his death in 1887, Dr. Virgil P. Gibney, who has 
been for thirteen years the resident assistant, 
was made the surgeon-in-chief and still heads the 
staff. Dr. William T. Bull and other surgeons of 
national reputation have been chiefs of depart- 
ments of the hospital. 

At present writing the hospital has departed 
from its usual policy of treating only crippled 
children. Several of its great sunlit, airy wards 
and a part of the roof garden are filled with sol- 
diers and sailors, and will be until the govern- 
ment has completed its military hospitals. 

In the basement of the Hospital for Ruptured 
and Crippled is perhaps the most complete hos- 
pital workshop in this country for the making of 
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Fig. 1. Present building of the Hospital for Ruptured and Crippled, 302-325 East Forty-second Street, running 
through to Forty-third Street, New York. It is designed in the Renaissance style of northern Italy. 


York became interested in the work, and year by 
year, stone on stone, the hospital has grown apace 


orthopedic apparatus. Ten skilled workmen and 
five skilled workwomen are forging and welding. 
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and working on the leather and canvas to make 
the braces, splints, hammocks, supports, bandages 
and other orthopedic appliances used to make 
crooked backs and limbs straight again. 





Fig. 2. Waiting room of the out-patient department. 
border and base. 


windows on the north and south give an abundance of light and natural cross ventilation. 
with a counter where the registrar, admitting clerk, and cashier have their desks during clinic hours. 
wide doors, the one on the right leading to the hernia department and the one on the left to the orthopedic department. 


duty at the desk thus has control of the dispensary patients. 


In another part of the basement is an excep- 
tionally well-equipped laundry. The work turned 
out is spotless. Here and there among the laun- 
dry workers were a_ half-dozen convalescent 
sailors washing and ironing their own clothes. I 
believe that Uncle Sam’s jackies are the cleanest 
men afloat or ashore. They wash even their dark 
blue flannel blouses and trousers and hats at 
stated intervals, and the white clothes are 
scrubbed with a brush and rubbed daily. If no 
irons are available, Jack rolls his clothes tightly 
while they are damp in just a certain way to 
bring them out smooth and dry again. 

The radiographic department of the hospital is 
unusual in its equipment and accessories, as it 
must be, of course, to make plates of the fine 
detail necessary to the orthopedic surgeons in 
this work. There is a hydrotherapeutic depart- 
ment with a graduate nurse of specialized train- 
ing in charge of the work done. A Zander room 
contains all the necessary apparatus for mechan- 


The painted decoration of the room is such as to interest children as well as those of more developed taste. 
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ical and passive manipulation of anesthetized 


muscles and stiff joints. 


The plaster room is one of the interesting fea- 


tures of the work with the crippled patients. 
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It is designed with a cross-vaulted ceiling and has a quarry tile floor with a marble 


High 
At the back of this room is a space enclosed 
Either side of this counter are 
The registrar on 


Fallen arches and clubbed feet, crooked spines 
and congenital hip dislocations were being cast 
into normal shape by the skilled hands of sur- 
geons and nurses. Even the woman attendant 
who was mixing the plaster paste worked quickly 
and accurately. The paste she made was as 
smooth as butter. 

There is a floor for girls and a floor for boys— 
crippled girls on one floor and crippled boys on 
the other. Not many of them were in the beds, 
however, as orthopedic cases are usually ambu- 
latory or use wheeled chairs. Some of the poor 
little mites were reclining or strapped to tray-like 
contrivances on wheels to keep their sick spines 
stationary and to give them their chance to heal 

Each floor has its dining room with long, low, 
narrow tables easily reached from small wheeled 
chairs. 

The school room is a great room with windows 
all around and frescoes of children dancing 
through fields. In the evening, when school for 
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the small folks is not in session, this room is used 
as a concert hall. The Woman’s Committee of 
the Council of Defense and other organizations 
provide entertainment here for the convalescent 
soldiers and sailors. 

The children’s school is in session each morn- 
ing of the school year. It is in reality one of the 
grade schools of the city of New York, half of its 
expense being paid by the city and half by the 
hospital organization. There are six teachers. 
The children spend the mornings in the school- 
room and the afternoons out of doors on the roof. 
Twice each week those who can go are taken 
about the city and parks in large motor buses. 

In several of the large wards on the upper 
floors and on a greater part of the roof were 
soldiers and sailors. Most of them were up and 
about. Some were in for corrective surgery or 
treatment; only a few seemed very sick, and 
everyone else was having a good time. The nurse 
in charge of the roof wards was one of the Home 
Defense graduates. She was married, her hus- 
band was in service, and she was doing her share 
to help us win by taking the place of a nurse who 
had gone overseas. These nurses retired from 
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active service who have enlisted for home defense 
are giving splendid help in this way. 

Volunteer aids, women who have taken courses 
in nursing to help with the present needs, are 
giving several hours a day to help in various ways 
in the hospital. 

In one of the ward beds was a poor lad with a 
tubercular bone condition, who suffered horribly 
at times from cramps in his feet and legs. As 
we came into the ward I saw a group leaning over 
his bed. There were two jackies, a marine, and 
two nurses. The bed was spotless and on the 
white pillows were little red crosses. Each one 
of the group was endeavoring in some way, by 
moving a pillow or a hot-water bag, or by rub- 
bing the tortured limbs, to help the boy to bear 
the acute attack of pain. 

We came down in the elevator just as it was 
time to bring the children from the roof to their 
wards again for the supper hour. When we got 
off at the third floor, we saw small girls hobbling 
out on tiny crutches, one braced on both sides up 
to the shoulders, and some just limping a little. 
Then came three big jackies tenderly carrying 
three white-looking kiddies that couldn’t walk. 








I 








Fig. 3. The roof garden, overlooking the river, high above the dirt and crowds of New York’s East Side. It is divided by a solarium into 


two sections, one for the boys and the other for the girls. 
stormy weather. 


A large part of each section is roofed so that patients may be out even in the most 
The masonry parapet is kept low for the children to see over, and a wire mesh screen is built above it for protection. 
Meals may be served on the rceof from the pantries on this floor. 
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Fig. 4. Christmas is truly Christmas to these tiny inmates of the hospital who were snapped at an interesting moment in their Christmas 
entertainment. 


Crippled boys and girls, soldiers and sailors, 
army officers and navy officers, civilian physicians 
and superintendents, nurses and employees, all 


The Neurological Services of the Territorial Zone 


All soldiers of the Italian army who are found suffering 
from injuries of the nervous system are sent from the bat- 
tie front directly to two large neurological centers, one at 
Bologna, the other at Milan. From these collecting cen- 
ters each patient is sent to the neurological center of his 
home province for treatment and reeducation. But fre- 
quently many “nervous patients” are overlooked in the 
front, as well as in the territorial hospitals, the general 
physicians failing to make the proper diagnosis. For 
these cases G. C. Riguier, writing in the Policlinico of 
Rome, proposes that the directors of the collecting centers 
should appoint specialists who pay regular visits to all the 
front and territorial hospitals and examine all patients with 
nerve lesions. 

Experience during this war has shown that prosthesis 
is of prime importance for the treatment of peripheral 
nerve lesions, as well as for professional reeducation. 
The French neurologists early recognized the importance 
of this feature, and have obtained remarkable results by 
early rational treatment of such cases. Many deformities 
resulting from peripheral nerve lesions are due to the 
want of prosthetic appliances. The prosthetic appliances 
should not only correct an improper position, but should 
gradually enable the patient as much as possible to make 
use of the paralyzed member. 


are living and working together with the spirit of 
unselfishness which these times are bringing to 
the surface in all of us. 


The French Surgical Hospital at Kiev 

This hospital was organized in France and sent in May, 
1917, by way of England, Archangel, and Petrograd to 
Kiev. The Russian revolution was then in full swing, 
and, instead of being assisted in their undertaking by the 
people of Kiev, the Frenchmen were treated with suspi- 
cion and even hostility. But the intrepid French surgeons 
did not permit themselves to be discouraged. With the 
aid of the Russian Red Cross, they obtained the necessary 
buildings in which they established their hospital. Dur- 
ing all the changes of the revolution, and while the city 
was bombarded by the Bolsheviki and fighting was going 


on in the streets of Kiev, the hospital has diligently car- 
ried on its work of humanity, tending to friend and foe 
alike. The surgical service was crowded. It had two 


separate divisions, an aseptic and a septic division in sep- 
arate buildings. Carrel’s famous method of wound treat- 
ment was applied in all cases. The personnel of the hos- 
pital has lately returned to France. It is fully described 
by L. Saue, writing in the Presse médicale of Paris. 


A homelike atmosphere can be brought about by making 
the bedside stand attractive. This table is near the pa- 
tient and makes up a part of her world for the time being. 
Place her flowers, books, and gifts where she can see them. 
—Marie Robertson, R. N., in The Nurse. 











118 


THE MODERN HOSPITAL 


FROM OUR FIELD EDITORS’ NOTEBOOKS 


Light and Air Characterize the Rhode Island Hospital—Wesson Memorial Hospital Well 
Equipped for Its Active }Surgical Service —Successful Cooperative Health Depart- 
ment of the Tri-Cities of Illinois, LaSalle, Peru and Oglesby—Beautiful Location 
of Ottawa Tuberculosis Colony and Illinois Valley Hospital—LaSalle 

County Opens First New County Sanatorium Under New Law 


Rhode Island Hospital, Providence, R. I. 

I had only a brief two hours to spend at this well-known 
hospital, but I saw enough to make me want to come back 
for a visit of several days, in which to gather information 
to pass on to the readers of THE MODERN HOSPITAL. 

Dr. John M. Peters, the genial and experienced super- 
intendent, has been with the institution for twenty-five 
years and is thoroughly grounded in hospital administra- 
tion. 

In spite of the fact that the Rhode Island Hospital is 
located in the midst of a thickly settled part of Provi- 
dence, the buildings have an abundance of light and air, 
for the hospital site comprises about twenty-seven acres 
of ground. As Dr. Peters took me about the building, I 
received the impression of spaciousness and solidity of 
construction. The halls are wide, the wards are large, and 
the operating rooms, of which there are five, are all 
spacious. Dr. Peters called my attention to the hardwood 
maple floors in some of the wards, and to the fact that 
they had stood the ceaseless wear and tear of fifty years 
remarkably well. One who did not know might have 
thought that they had been laid but five years ago. 

It was interesting to note how square corners were 
eliminated in the wards which were constructed as early 
as fifty years ago, both in the intersections of the walls 
and the intersection of the walls and ceiling. 

The hospital has a large surgical service; 4,781 opera- 
tions were performed last year. 

Dr. Peters expressed especial satisfaction in the way 
they had been able to transform into a children’s pavilion 
what had been the contagious pavilion, before the Provi- 

















Beautifully situated by the water’s edge among the trees of 


Fig. 1. 
Another view is shown on 


Providence is the Rhode Island Hospital. 
the cover page of this issue. 


dence City Hospital was constructed. The room where 
the babies are bathed is especially well arranged and 
equipped to expedite the work done there. 

In order to keep track of patients needing social service, 
the admitting office and social service workers together 
decide, at the time a patient is admitted to the hospital, 





whether or not he is or is likely to become a social service 
case, and the decision is recorded on the medical record. 
The social service department also keeps a card file of its 
patients. This enables social service workers to keep in 
touch with the patients while at the hospital and often 
obviates the embarrassment of having a patient thrust 
upon the social service department for care, without pre- 
vious notice, on the day of his discharge. 
Wesson Memorial Hospital, Springfield, Mass. 

What is now the Wesson Memorial Hospital of Spring- 
field, Mass., was originally incorporated in 1900 as the 
Hampden Homeopathic Hospital. In 1906 its name was 
changed to Wesson Memorial Hospital, in honor of Mr. 
D. B. Wesson, who donated the funds with which the 
present building was constructed. The hospital is housed 
in a single four-story building of attractive design and 
very substantial, not to say costly, construction. The 
window sills are all made of Tennessee marble, and all 
woodwork is quartered oak. Curved lines prevail through- 
out. 

The hospital has a maximum bed capacity of one hun- 
dred and three beds, only seventy-seven of which are 

















Fig.2. In the “sun bath pavilion” these tiny inmates of the Rhode 


Island Hospital receive the best of treatment, for the hospital is 
especially equipped to care for them. 


now in active service. The service is largely a private- 
room service. There are, however, a few small six-bed 
wards. Dr. J. H. Carmichael, the surgeon-in-chief, told 
me that, could the hospital be rebuilt, he would urge the 
allotment of more space to wards. 

The hospital has a very large and active surgical 
service. For this work it is well equipped. In fact, few 
hospitals of the size of the Wesson Memorial Hospital 
can boast of so complete, substantial, and up-to-date 
appointments in their operating suite. 

Although the staff members belong to the homeopathic 
school of medicine, any physician of good regular stand- 
ing, licensed to practice his profession, is allowed the 
privileges of the hospital and may treat any private 
patient therein. 
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A nurses’ training school is connected with the hospital. 
It now has a student body of forty, housed in what was 
formerly the hospital and part of the upper floor of the 
present hospital. The nurses receive their obstetrical 
training through affiliation with the Wesson Maternity 
Hospital near by. 


The Hygienic Institute of LaSalle, Peru, and Oglesby, Ill. 


The three small manufacturing cities of LaSalle, Peru, 
and Oglesby, in the north central part of Illinois, are 
situated in one township and form practically one com- 
munity. Their population is largely foreign, and their 
health problems are much the same. They have jointly 
about twenty-six thousand inhabitants (LaSalle, over 
twelve thousand; Peru, nearly nine thousand; Oglesby, 
about five thousand). In the ordinary course of events, 
each would probably have a so-called part-time health 
officer, paid about twenty-five dollars a month, and worth 
something between twenty-five dollars and twenty-five 

















Fig. 3. Here 


The Hygienic Institute which serves three cities in Illinois. 
the inspection of milk and water, of sputums for tubercle bacillus, 
and of cultures for diphtheria take place, and infant welfare con- 
ferences are held. 


cents. By extraordinary good fortune, however, the La- 
Salle-Peru-Oglesby community is the proud possessor of 
a really functioning health department which it believes 
to be unique, not only in the United States but in the 
world. The following is the story told me by Dr. Ed- 
mund Weis, the health commissioner and director of the 
Hygienic Institute of LaSalle, Peru, and Oglesby: 
Something over five years ago, a citizen of the com- 
munity, the late F. W. Matthiessen, was guided to make 
public benefactions in a rather original way. As a part 
of a comprehensive scheme of community welfare work, 
he endowed a health center or Hygienic Institute, whose 
director, by agreement with three cities, serves them all 
as health commissioner. The trustees of the Hygienic 
Institute, which is legally organized as a private corpora- 
tion, appoint the director, thus affording the singular phe- 
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nomenon of a public official supported by private funds 
and appointed by private philanthropy. In order to give 
the arrangement legal standing, the mayor and city 
council in each city appoint a resident of that city to 
serve as assistant health officer; but, to keep these ap- 
pointments out of politics, the right of nomination is con- 

















Fig. 4. The Isolation Hospital of La Salle, Peru, and Oglesby is a 
fireproof, two-storied brick structure, built to accommodate twenty- 
eight persons. Special trained nurses are in charge of the patients. 


ferred by ordinance on the director of the institute. Be- 
sides the director-commissioner and his three assistants, 
the staff includes three school nurses, one for each city, 
an infant welfare nurse, a full-time bacteriologist, a part- 
time dentist, an operator for removal of tonsils and aden- 
oids, and a stenographer. 

The institute is housed in a former residence, selected 
because of its central location with reference to the 
three municipalities. It provides room for the director’s 
office, the institute’s library, a bacteriological laboratory, a 
dental clinic, an infant consultation room, with the office 
of the infant welfare nurse adjoining, and two emergency 
operating rooms. The “plant” of the tri-city health de- 
partment also includes a twenty-eight bed isolation hos- 
pital in Peru. 

The activities of the Hygienic Institute Laboratory in- 


clude inspection of water and milk, of sputums for 
tubercle bacillus, and of cultures for diphtheria. The 
infant welfare department (known as the Emma 
Matthiessen-Chancellor Memorial) holds infant welfare 


conferences twice a week, at which babies are weighed 
and measured. Follow-up-work is done and individual 
instruction given at the homes. Modified milk is given to 
all needy cases. A prenatal clinic is planned. School 
medical inspection is made of children in the second, 
fourth, sixth, and eighth grades, and records are kept at 
the director’s office at the institute. All of the services 
of the institute are free to anyone with an income of less 
than eight hundred dollars a year. 

The officers of the Institute have raised the standard of 
enforcement of local and state health laws. As only one 
example of the work they are doing, a pamphlet published 
by the La Salle-Peru Township High School says: 

“A year ago about two-thirds of the milk delivered in 
La Salle, and at least three-fourths of that delivered in 
Peru, was dipped from cans on open wagons, in the street. 
No attention had been paid to dairy inspection, and no 
bacteriological or chemical analyses of milk were made. 
At present all milk delivered in La Salle is bottled in 
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Fig. 5. Partial view of the building and grounds of the Ottawa Tuberculosis Colony. From a modest beginning as a “tent colony” it has 
become a fully equipped institution affording every facility for the treatment of tuberculosis. 


sterilized bottles and pasteurized, and approximately one- 
third of the supply in Peru is bottled. In Oglesby prac- 
tically the entire supply is delivered in bottles. All dairies 
are systematically inspected and scored and the product 
from each dairy is subjected to a bacteriological and 
chemical analysis at least twice every month.” 

The first question which naturally arises is: How does 
the arrangement work? The people of LaSalle-Peru- 
Oglesby are like the lilies of the field so far as their 
health department is concerned. Do they respond to its 
benefits, and do not complications arise from the admin- 
istration of a public office by a private philanthropic 
corporation? Dr. Weis tells me that it works well—that 
the people respond appreciatively and that the private 
practitioners of the community welcome the cooperation 
of the institute. 


The Ottawa Tuberculosis Colony and the Illinois Valley 
Hospital 

Tuese two institutions are under one management. 
The Ottawa tuberculosis colony is about fifteen years old 
and was the first tuberculosis institution, Mr. H. V. 
Pettit, the superintendent, tells me, absolutely to dis- 
regard climatic considerations in the selection of a loca- 
tion. If climatic considerations have been disregarded, 
scenic considerations have not, for the situation, nearly 
across the road from the new LaSalle County Tuberculosis 
Sanatorium and directly overlooking the Illinois River 
Valley, is superb. Moreover, it is near enough to and 
far enough from the city of Ottawa to combine the con- 
venience of the city with the hygienic advantages of the 
country. The institution comprises sixty-five beds, and the 
buildings include a club house, medical building, bath 
house, and tent cottages. Especial attention is paid to 
the amusement and entertainment of the patients, and the 
colony is very well equipped to provide moving pictures, 
concerts, holiday celebrations, amateur theatricals, indoor 
games, and the lighter outdoor sports, such as croquet, 
amateur photography, modified golf, boating and walking 
parties. 

The Illinois Valley Hospital, of fifteen beds, is intended 
as the nucleus of a modern community diagnostic center, 
to which the practitioners of the surrounding region may 
bring their different cases for examination by specialists 
with all the advantages of up-to-date diagnostic equip- 
ment. Like a good many other plans, this has been 
partially halted by the war. On the physical side, the 
raling idea in this hospital and the tuberculosis colony 


has been to get as far away as possible from formal 
institutionalism, and the result has been some very inter- 
esting and attractive features in furnishings and equip- 
ment. These include a moving picture machine on the 
balcony of the dining room, the indirect lighting fixture 
more fully described on another page; tinted walls and 














Fig. 6. The club house is the social center of the Ottawa Tuberculosis 
Colony. In it are located the dining room, lounging room and library, 
business offices, sanitary kitchen, store room, and cold storage plant. 


cheerful colored hangings in the patients’ rooms, rubber- 
tired wheels on all beds so that they can be readily 
moved out on the sun porches, and little conveniences like 
an electric attachment permitting a patient to make her 
own toast for breakfast in her room if she desires. 


Ryburn Memorial Hospital, Ottawa, III. 


The present twenty-five bed edifice of Ryburn Memorial, 
the municipal hospital of Ottawa, has long been quite 
inadequate to the demands made on it, and a bright, 
attractive sixty-bed hospital building is now nearing com- 
pletion. This new building is being erected by the city 
of Ottawa and a bequest of Mr. Solomon E. King, and is 
therefore to be called the King Annex. 

One of the pleasant features of the plan is an arrange- 
ment to make use of the roof for the benefit of patients. 
This is especially desirable, as the building is in the 
heart of the town. The elevator runs to the roof. The 
present hospital building will be used as a nurses’ home 
when the new building is ready for occupancy. Ryburn 
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Hospital has fifteen pupil nurses in training; it affiliates 
with the Chicago Lying-in and Annie Durand Hospitals. 
Miss Elizabeth Asseltine, the superintendent, showed me 
eleven stars on its service flag for nurses now under the 
colors—an exceedingly good showing for this small insti- 
tution. The hospital has recently received from Dr. 
Edmund Weis of Ottawa, now director of the La Salle- 
Peru-Oglesby Hygienic Institute, the gift of his entire 
medical library. 


The LaSalle County Tuberculosis Sanatorium 


LaSalle County is to have the honor of opening this 
month the first of the new county tuberculosis sanatori- 
ums authorized under the new law described on page 
128 by Dr. George T. Palmer. The buildings include 
an administration building, a fourteen-bed pavilion for 
ambulatory patients, with provision at present for twenty 
beds, but capable of enlargement to a capacity of thirty 
beds. The dining room, which is in the administration 
building, has a little stage at the rear, so that on occasion 
it can be used as an auditorium or amusement theater. 
In order that the patients may feel that no fear is felt 
of them, it is planned that the nurses and officers will eat 
in the same room with the patients, but at different tables. 
Separate china and other table ware is to be used by 
patients, and it is to be washed separately from that of 
the nurses. Each bed-fast patient is provided with a room 














Fig. 7. The La Salle County Tuberculosis Sanatorium, the first Illinois 
county sanatorium to be opened under the new law. 


of his or her own, and the entire aim of the architect, Mr. 
Jason Richardson, has been to make the surroundings 
home-like and cheery to patients, with nothing suggestive 
of cold institutionalism, still less of the “charity” taint. 
The location on the wooded heights just outside the city 
of Ottawa and above the Illinois River is beautiful. I was 
out here on one of those days when the mercury seems 
to have run out of the bottom of the thermometer. The 
heating plant was only beginning to get to work, but the 
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infectious enthusiasm of Miss E. D. Miller, the superin- 
tendent, was almost enough to warm the place by itself. 
LaSalle County apparently is to have a sanatorium in 
which it can take pride. 


Rhode Island Organizes to Control Venereal Disease 


The campaign for the control of venereal disease in 
Rhode Island is being prosecuted vigorously. Present 
plans call for the establishment of seven clinics through- 
out the state: Three in Providence—at the Rhode Island 
Hospital, Providence City Hospital, and St. Joseph’s Hos- 
pital—and one each at the Newport, Woonsocket, and the 
Pawtucket Memorial Hospitals. A clinic is also to be 
established at Westerly but not at a hospital. Five of 
these have already been opened and the other two will 
probably be opened by the time this item is published, the 
staffs having already been picked. A syphilis clinic has 
been running several years, at the Providence City Hos- 
pital, but the work is being enlarged. 

Dr. Harry Kimball, acting assistant surgeon, and chief 
of the venereal disease division of the state of Rhode Is- 
land, is developing the state’s program as rapidly as pos- 
sible. As in other states, arsphenamine is furnished free 
by the United States Public Health Service. Every effort 
will be made to make these clinics self-supporting. 


The New Great Hospital of Rome 


The Board of Hospitals of Rome has approved the plans 
for the construction of a new large hospital. The new 
institution will be erected in the western suburbs, on the 
heights of the Trastevere, a most favorable situation con- 
nected by street-car lines with all parts of the city. This 
hospital will have a capacity of 1,200 beds and will greatly 
relieve the crowded conditions of the Italian capital. 

These plans are described in a recent number of the 
Policlinico of Rome. 


The Scholastic Instruction of the Wounded in the Biffi 
Pavilion 

The Biffi pavilion was set apart for wounded and crip- 
pled soldiers. As many of these lacked an elementary 
education, a school with six classes was established, in 
which, besides the common branches, French was taught. 
The teachers were all women. The soldiers showed a 
remarkable diligence and interest and acquired an ele- 
mentary education in a few months. At the close of the 
course an examination was held, and diplomas were given 
to the attending soldiers. This work is described by E. 
Medea in a recent number of Ospedale Maggiore of Milan. 








This picture shows the Broken Hill and District Hospital, Broken Hill, Australia. According to the thirty- 
first annual report there are 154 beds in this hospital, an accommodation no more than sufficient to cope with the 


demand. 
Melville Birks. 


The out-patient department cared for 8,254 patients in one year. 


The surgeon superintendent is Dr. 
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Aims and Ideals in Hospital Administration 

It is part of the American character to look 
ahead and to strive to advance. In these char- 
acteristics our hospitals share. Many American 
hospitals are well administered; all have their 
eyes turned toward the future and are seeking to 
improve, but in their search for improvement are 
guided by diverse principles. The perfect hospital 
does not exist—indeed, it is searcely within the 
range of hope, for American idealism is tempered 
with common sense. But in one respect or more, 
nearly every hospital does strive for perfection. 
There are hospitals that seek to be perfect hygien- 
ically ; there are others which aim to be the last 
word in scientific progress; still others seek per- 
fection in economy of administration, in clinical 
service, in orderliness, in progressiveness, or in 
functioning, with the aid of their social service de- 
partments, as social institutions. 

It was Florence Nightingale who led the van in 
the fight for hospital hygiene. She did not, at 
first, ask much—only that hospitals should not 
so far neglect the elements of decency and cleanli- 
ness that patients who entered the wards for 
treatment were likely to be injured instead of 
benefited. “It may seem a strange principle to 





























enumerate as the very first requirement in a 
hospital that it should do the sick no harm,” she 
wrote; and then went on to explain that “it is 
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necessary to lay down such a principle, because 
the actual mortality in hospitals is very much 
larger than the mortality of the same class of 
disease among patients treated out of hospitals.” 
Today such a statement is an anachronism. Hos- 
pitals may not confer on every patient every con- 
ceivable hospital: benefit, but they are no longer 
evil instrumentalities—they do help most of their 
patients, and they may fairly claim that the sick 
in their wards are better cared for than the sick 
of the same social class or classes who are treated, 
or neglected, as the case may be, at home. High 
hospital mortality in the old days—not the “good” 
old days, by any means—was largely due to lack 
of hygiene, a fault for which hospital adminis- 
trators and hospital clinicians were both respon- 
sible. But while modern hospitals are clean and 
modern surgery is aseptic, the hospital which 
takes especial pride in its cleanliness, and the sur- 
geon who is doubly strict in the maintenance of 
aseptic technic in operating rooms and wards, ap- 
proach a bit nearer to the ideal of hygiene than 
the average. Of them Florence Nightingale would 
heartily approve. 

The ideal of scientific progress is commonly 
thrust aside by the small and impecunious hos- 
pital, as a thing which cannot be realized except 
through the establishment of huge laboratories, 
costly to build, costlier to maintain, and hence 
beyond ordinary reach. Yet some of the greatest 
discoveries recorded in the history of medicine 
are credited to observers who worked without 
lavish endowment or elaborate equipment. The 
scientific spirit, composite of modesty, curiosity, 
industry, originality, keenness in observation, and 
thoughtfulness, is thoroughly at home in the mod- 
ern world and will reveal itself equally whether 
housed in the simplest hospital surroundings—in 
the private sick room, in a ward supplied with a 
few instruments of precision, or in the giant re- 
search institute, nine parts laboratory and one 
part hospital. It is a spirit which every hospital 
should stand ready to applaud and to support, for 
it is the greatest of humanity’s servants. 

Orderly all hospitals should be, but the hospital 
in which the ideal of order is permitted to crush 
all individuality and to place form and record 
above timely deed and sympathetic service, ceases 
to be a healthy hospital. In the realm of order, 
the civil hospital may, perchance, learn from the 
military—learn the value of moderation as well as 
of order, for it has been said that the major fault 
of some of our military hospitals is that they 
stress too heavily both discipline and order, and 
glorify paper work even to the point of sometimes 
forgetting the obvious needs of the sick. Of order 
hospitals need enough; of regulations, some; of 
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the will to serve in kindness and generosity, a con- 
stant and inexhaustible supply. 

Economy is an excellent guiding principle in 
hospital administration, and a necessary element 
in all good management. Economy, however, is a 
negative, not a positive principle—it tells us what 
to avoid but not what to do. The enthusiastic 
economist who builds a wooden barrack and calls 
it a hospital will not be praised by the community 
when the building burns down and the inmates 
lose their lives. The alleged economist who hates 
to buy microscopes, who knows the cost but not 
the value of access to the open by means of bal- 
conies, who thinks one nurse equal to two, or who 
endeavors to save by compressing the period of 
surgical convalescence into the cruel compass of 
a single day, is guilty of reckless and inhumane 
extravagance. The proper field of a _ hospital 
economist lies entirely above the ‘bed-rock of 
necessary and useful expenditure. Every hos- 
pital needs an administrator who is eager to spend 
as well as a committee on expenditures who want 
to know his reasons. Economy is but one of the 
ideals of hospital administration; its proper place 
is a subordinate one. 

What, then, is to be the uppermost aim in hos- 
pital administration? Simple efficiency—the 
product of many factors, among which are build- 
ings properly planned; an organization fittingly 
conceived ; a medical staff wisely selected; a nurs- 
ing staff generously composed, decently housed, 
and constantly instructed; an adequate household 
service ; a board of managers and a superintendent 
fired with the spirit of service; a community cog- 
nizant of its needs and imbued with its responsi- 
bilities. With these essentials as a beginnng, a 
hospital can be made which will select its patients 
wisely and will deal with them justly. 

S. S. GOLDWATER. 








The Scientific Rigors of the Law 


A certain alienist on the staff of a large psy- 
chopathic hospital is quoted by the newspapers 
of his city as declaring that a most effective way 
of lessening crime would be to hang vicious crim- 
inals. “I’m not advocating this, and am stating 
it merely as a suggestion of what was accom- 
plished in the old English days to do away with 
crime. Under the old English law there 
were one hundred and sixty-five crimes punish- 
able by death. It seemed to keep down crime.” 

Perhaps if we could hang every alleged scien- 
tific man who talks nonsense we might in time 
achieve a race of super-scientific men who would 
always talk sense; but this means of progress 
has not yet been suggested so far as we know. 
We fear that, to the inhabitants of Great Britain 
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in the happy days of one hundred and sixty-five 
capital crimes, this admirable system did not 
“seem to keep down crime.” The blessings of 
freedom from crime seem at least to have been 
imperfectly apprehended by contemporaries. 

“Coaches were plundered in broad daylight 

every day for weeks together,” says Hall' of this 
period. “The mail from Bristol to London was 
robbed five times in as many weeks. 
Thefts, foot-padding, and street assaults were 
everyday affairs. People believed that 
highway robbery was a special evil of their own 
times, and Luttrell’s Diary and other writings of 
the latter seventeenth and early eighteenth cen- 
turies show its alarming prevalence. Luttrell’s 
six volumes are simply filled with accounts of 
highwaymen, executions, etc. Thus an entry for 
December 22 and 23, 1690, reads: “The 22d, thir- 
teen persons were executed at Tyburn for several 
crimes; as also a woman at Newgate and a notori- 
ous highwayman in Fleetstreet.’ “The 23d, Sir 
John Jonston, condemned for stealing Mrs. Whar- 
ton, went up in a mourning coach to Tyburn, and 
was executed for the same.’” In short, the good 
old bloody days were days also of rank and ram- 
pant criminality. 

The foregoing, of course, is not an argument 
on the subject of capital punishment; that subject 
is too broad to be taken up here. Indeed, this pro- 
test is directed not so much at the doubtless hasty 
utterance of the alienist quoted, as at its solemn 
endorsement by a metropolitan newspaper as the 
“severe” but timely judgment of a _ rigorously 
trained scientific mind. Really, we feel that a 
scientific man who talks nonsense should neither 
be hanged nor taken seriously. There ought to 
be an open season for these things. 








Routine Is Not Training 


So remarks our good friend The Hospital, of 
London—rather too sweepingly for literal ac- 
curacy, in our view. A certain part of training 
consists in the formation and fixation of habits 
by routine. Some parts of a nurse’s duties are 
too important to be exposed to the hazards of the 
wayward processes of thought. The more nearly 
automatic they become, the safer they are. When, 
for instance, a nurse is taught, as a part of an 
absolutely unvarying routine, requiring no effort 
of the brain or will, to read the label on the bot- 
tle twice, once before and once after administer- 
ing the dose, she receives an invaluable piece of 
training, for which no exercise of mental develop- 
ment is an adequate substitute. 





1Hall, Arthur Cleveland: Crime in Its Relation to Social Progress, 
Columbia University Studies in History, Economics, and Public Law, 
1902, xv, 251. 
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But if you mean, Sir Henry—and we fancy you 
do—that routine is not education, we must agree 
with you. There are hospitals where routine is 
looked upon apparently, not as a means to an end 
but as an end in itself—a sacred ritual to be per- 
formed with reverence but without thought, lest 
change in some minute detail profane and invali- 
date the whole. Here the whole effort seems to 
be to guard against the nurse’s ever thinking for 
herself—an arrangement which might work well 
enough were it possible to insure that she would 
never encounter an emergency or lack some one 
at hand to do her thinking for her. We have all 
heard of the nurse who, having been trained to 
- mix a certain medicament with a certain kind of 
spatula on a certain kind of slab, when on her first 
private case telephoned in great agitation to her 
instructor to know where she could purchase the 
spatula and the slab. What would such “train- 
ing” do for a woman compelled to care for pa- 
tients thirty miles in the country? 

Yes, we are glad to endorse Sir Henry’s senti- 
ments, particularly when he says: 

“There is, back of all, a very real and adequate 
reason for all this sweeping and dusting and 
washing and polishing which many seem to find 
so irksome. For one of the main requisites as re- 
gards the patient’s surroundings is cleanliness, 
and although perhaps 30 or 40 percent of the pro- 
bationers to be trained may fully understand the 
importance of such cleanliness, and require no 
training to fit them to see it carried out, the other 
60 or 70 percent will not understand it, and would 
be incapable of enforcing it unless they had been 
through every step themselves and had been com- 
pelled to realize its importance by being made to 
do it thoroughly and regularly. But if the nurse 
is given no reason for it all, then she does become 
simply a machine, accomplishing so many revolu- 
tions per diem. On the other hand, make your 
probationer realize at the outset that she is work- 
ing directly for the patient by keeping his sur- 
roundings fresh and wholesome .. . then 
you will have gone far towards changing her 
whole attitude to her work.” 








Hospital Posts for Men From the Service 

One piece of conservation which should not be 
neglected in our reconstruction work is the appli- 
cation to practical purposes of the valuable experi- 
ence gained during the war in the hospital and 
sanitary services of the United States. Hospitals 
and welfare departments of industrial concerns, 
especially mines and shops employing men only, 
should be able to make good use of such material. 
These young men in many cases chose the hos- 
pital or sanitary corps because this work was in 


the line of their ambitions; they used with ear- 
nestness and enthusiasm the opportunities afford- 
ed them; and these opportunities were such as to 
put them on their mettle and develop the best in 
them. Some of the non-medical and non-com- 
missioned officers are no doubt better qualified by 
nature and training for some administrative posts 
in hospitals than are most of the candidates usu- 
ally available. 

It is scarcely necessary to emphasize the de- 
sirability for hospital work of those members of 
the medical corps where experience in the na- 
tional service has been along hospital lines. THE 
MODERN HOSPITAL will feel it a privilege to serve 
as intermediary in placing in touch with each 
other men from these services and institutions 
which may desire to employ them. 








- Hospital Reports as Factors in Hospital Success 


We wish to commend to our readers, as one of 
the most valuable and important papers that we 
have recently had the privilege of publishing, the 
article on “The Educational Value of Hospital Re- 
ports,” by Dr. Carl E. McCombs, chief of the divi- 
sion of health in the New York City Bureau of 
Municipal Research. 

Why do hospitals issue reports? To judge by 
the reports themselves, in most cases, because it 
is the thing to do. Why does the report in one 
case take one form, in another, another? Appar- 
ently because, in either case, it never occurred to 
the compiler of the report to do anything than 
what he did. Certainly in very few cases has the 
important function of the report received careful 
study ; in fact, one might imagine that in very few 
cases had the report been thought of as having an 
important function to fulfill. 

What is that function? Dr. McCombs makes 
that very clear: in the first place, to interest the 
community in the hospital and its work; in the 
second place, to show, clearly, exactly, and con- 
cisely, just what the hospital is doing, is prepared 
to do, and needs in order to do what it should. 

The annual report is not or should not be a hos- 
pital’s sole avenue of publicity, but it is too im- 
portant an avenue to be neglected. In fact, it is 
so important that one of the most valuable pieces 
of constructive work that occurs to us at the mo- 
ment would be the preparation, for presentation 
and discussion at the next meeting of the Ameri- 
can Hospital Association, of an ideal, or at least 
a carefully planned and well executed, hospital re- 
port which might serve as a model. 

Dr. McCombs’ paper gives an excellent, concise 
summary of the essentials of a really good annual 
report. We hope that it will be widely and 
thoughtfully read, and we should be especially 
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pleased to hear from anyone who may have fur- 
ther ideas on the subject to express. 








An Unusually Well-Planned Service Building 


The service building of the Rhode Island Hos- 
pital, illustrated and described on page 85 of this 
issue is, from the point of view of the professional 
fault-finder of the editorial page, very discourag- 
ing; it offers so little opening for criticism. The 
location of certain rooms might be questioned; 
yet the arrangement of the class room and diet 
kitchen is so good, the provision for the bakery 
and the kitchen so complete, and the whole plan 
so well worked out that very little can be said on 
the subject except that it is unusually good and 
well worth study. 


Names of Industrial Physicians Desired 


Dr. Francis D. Patterson, chief of the division of industrial 
hygiene and engineering, Department of Labor and Indus- 
try, Harrisburg, Pa., would like to obtain a complete list 
of all physicians engaged in the practice of industrial 
medicine. For several years it has been the practice of 
the Department of Labor and Industry, to hold semi- 
annual conferences of industrial physicians and surgeons. 
These conferences are well attended, and a great deal of 
valuable matter is presented in the discussions. In order 
to reach all physicians interested, Dr. Patterson desires 
to have their names upon the mailing list. The next con- 
ference will be held early in 1919, and it is essential, 
therefore, that the names and addresses of all industrial 
physicians and surgeons be in his hands as soon as 
possible. The courtesy of physicians and surgeons sub- 
mitting their names will be greatly appreciated. 


Sanitation of North Carolina Jails 


Out of a possible 100 points only two jails scored above 
90 in a recent inspection of the county jails of North 
Carolina by the State Board of Health. Nine are scored 
between 80 and 90, and eleven between 70 and 80. The 
other twenty-six of the forty-eight which were inspected 
range down to a score of 47. 

The sanitary rules and regulations upon which the 
scoring is based provide merely for the essentials in 
health protection of those persons who may be confined in 
the jails of the state. It is required that a physical record 
of the prisoner be made upon admission and that the races 
and sexes be separated, together with the separation of 
infectious diseases, especially tuberculosis and venereal 
diseases. Other regulations provide for precautions against 
vermin, for ample air and floor space, for pure water and 
bathing facilities, for proper clothing and bedding, for the 
sanitary disposal of sewage, for measures against flies and 
mosquitoes, and for general cleanliness. 


A Survey of Vital Statistics Before Building 


As a preliminary step in the establishment of a new 
hospital and the planning and construction of its build- 
ings, there should be prepared a most careful study and 
survey of the physicians’ records and vital statistics of 
the community which it is proposed to serve. Such a sur- 
vey covering the community experience for a period of 
years would be of the greatest possible value in deciding 


upon the size and character of building necessary, and in 
adjusting the relative size and importance of the different 
departments in the proposed institution. Before taking 
any definite steps as to the size and character of the pro- 
posed building it would well pay a community to employ 
a statistical or other expert to make such a study, because 
of the elimination of improperly balanced planning and 
the resulting waste in administration and overhead costs. 

It would also afford a fair basis upon which to estimate 
the future expansion of the hospital in general, and of 
its various departments. The most vital factor in the 
determination of a hospital plan should not be the money 
available, or the whims of the committee in charge, but 
should be the present and probable future needs of the 
community as deduced from the information made avail- 
able by the study of such data. 


Orientation 


In planning a hospital, ideal orientation should not be 
attained at the cost of undue sacrifices in order and prac- 
tical advantages in the plan. Those familiar with hos- 
pitals will recall many buildings in which “sun worship” 
has brought about planning which can be most charitably 
described as “peculiar.” It seems to be the fault of tyros 
to attach too much importance to the placing of the axes 
of hospital buildings exactly on the meridian, regardless 
of other considerations. While the advantages of sun- 
light in all parts of a hospital are undeniable, a little less 
than the maximum may be accepted if the compromise 
results in locating the building in an orderly position on 
its site and the avoidance of eccentricities in the plan. 

In the southern states it is often much more important 
to dispose the hospital so as to get the advantage of a pre- 
vailing wind than to give prime importance to the mat- 
ter of sunlight. In cities, where the limitations as to 
site are governing factors, many entirely satisfactory hos- 
pitals exist where patients’ rooms receive no other than 
north light. 


By Your Telephone Operators and Your Doormen Are You 
Known 

Telephone operators, information clerks, and doormen 
should be taught that the reputation of the hospital rests 
to a large extent with them. They are in constant con- 
tact with the public. The vast majority of persons who 
have dealings with hospitals know nothing about their 
officers, but they do know what kind of telephone operat- 
ors, information clerks, and doormen they have, and they 
form their opinions of- the institution from their experi- 
ences with them. These employees should never miss an 
opportunity to increase their knowledge concerning the 
various activities of the hospital. The more they know 
about the institution and its personnel, the more valuable 
they become. The superintendent who exercises care in 
the selection of these employees and sees that they are 
properly trained is rendering his institution a real service. 
In this connection, Mr. Pliny O. Clark’s little article on 
page 94 of this issue will be found of unusual interest. 


A Lubricant Which Will Not Injure Rubber Gloves 

At this time of great need for conservation of materials 
of all kinds, the potential conservation of rubber gloves 
may well be considered. The life of the rubber glove, 
when used for gynecological examinations is of very short 
duration, as the use of vaseline or other greasy sub- 
stances as lubricants deteriorates the rubber by soften- 
ing and thinning it. There are several products on the 
market which are free from grease but their cost places 
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them beyond the reach of many hospitals. However, a 
very satisfactory preparation can be made at a small 
cost by using as a base the mucilage obtained from Irish 
moss, which is inexpensive, comparatively free from un- 
desirable ingredients, and possesses very good lubricant 
properties, at the same time being harmless to the rub- 
ber, tending to preserve it and keep it soft and pliable. 


The Treatment of Colored Walls 


The day of glaring white walls in the hospital, let us 
hope, is over, and the colored wall has come to stay; but 
what color and how disposed? The answer to this is 
quite important for the comfort and pleasure of the pa- 
tient. 

In order that there may be sufficient light for the 
proper examination of the patient, the ceiling and upper 
part of the ward or private room should be light in color. 
There is no reason, however, why the lower six or seven 
feet cannot be kept reasonably dark, giving a more rest- 
ful surface near the eyes of the patient. A division line 
between the two colors may be made in a simple stencil, 
in harmonizing colors. 

Simple pictures of wood scenes, pastoral effects, or, in 
the case of children’s wards, Mother Goose pictures, may 
be fastened to the walls with glue, and the surface var- 
nished. Any artistic home colors applied in the flat with 
a little taste may have a real therapeutic effect on the 
patient. 


Monthly Ration Plan Promotes Economy 


One very useful plan for economizing in the use of food 
supplies is to adopt a monthly ration plan. Under this 
plan maximum limits of the various food supplies are de- 
cided upon and at the end of the month, if a maximum 
has been exceeded, an investigation is started to disclose 
where the trouble lies. One hospital allows 3% pounds 
of butter, 114% pounds of meat, 34 eggs and 20% quarts 
of milk a person a month. Experience has proved that 
these are liberal allowances. 


“It’s Dogged As Does It” 

If you in your little corner, Mr. or Miss Superintend- 
ent, are discouraged because you have so much hard work, 
and you see your neighbor flourishing and seemingly hav- 
ing no work to do, just remember that the hard-headed 
business man, in making out his will, is going to be at- 
tracted to that place where the work is consistently and 
thoroughly done from day to day, and not by the spectacu- 
lar work which may last but a year or two. Cheer up and 
do your best. 


THE LATCHSTRING OUT 


We are pleased to have friends of THE MODERN Hos- 
PITAL who happen to be passing through Chicago come 
and visit us at our offices, whether they are seeking in- 
formation or availing themselves of the opportunity for 
a pleasant chat. To be of service is a privilege which 
we welcome. The files of our publication department, 
containing considerable data and statistics, may prove 
both interesting and helpful to those seeking information, 
while those who wish to be informed on specific topics al- 
ready published in THE MODERN HOSPITAL may have full 
access to our complete set of back files. 


Miss BLANCHE M. JOSEPH, field dietitian of the Emanuel 
Mandel Dispensary, Michael Reese Hospital, Chicago, dur- 


ing a few hours spent in our office recently, told us of an 
idea which had long been a dream of hers and which she 
hoped some day to see realized. Miss Joseph believes that 
every large city should have a lunch room—an “inn,” she 
prefers to call it—where the business man or woman who 
is suffering from nephritis, diabetes, or even gastric ulcers 
might take the noon-day meal and have prepared those 
foods which meet the requirements for his or her particu- 
lar disease. The “inn” should be under the proprietor- 
ship of an experienced dietitian, who, in turn, might in- 
terest various physicians in her project and have them 
refer to her those of their patients who need special at- 
tention in the matter of food. It should be located in 
some central part of the city, where it would be con- 
venient not only for the business man and woman but also 
for physicians, who would be invited to visit it and offer 
criticisms and suggestions for obtaining greater ef- 
ficiency. A large office building, Miss Joseph believes, 
would be an ideal location—one in which a hundred or 
more doctors had their offices. These doctors could then 
suggest the proper foods for the ills of their various pa- 
tients and refer them to the dietitian, who would carry 
out directions and help them, through a correctly balanced 
diet, back on the road to health. 


Mr. J. E. BROYLES, superintendent of Fairmont Hos- 
pital, Kalamazoo, Mich., says that his hospital comprises 
three units: tuberculosis, contagious, and venereal dis- 
eases. The last unit includes cases sent from the various 
war camps, and for this purpose one building, formerly 
a nurses’ home, has been patriotically put aside. In the 
tuberculosis building proper, there are 50 beds, in the 
contagious ward, 26, and in the venereal disease ward, 
26. At present, five tuberculous soldiers are being cared 
for and are segregated from the others. In addition to 
serving Kalamazoo, Fairmont Hospital is doing some 
work for Van Buren County. According to Michigan law, 
two or more counties may combine to direct a contagious 
hospital, and it is thought that, with three other counties 
now interested, it may soon be possible to establish a 
four-county contagious institution. 

All contagious patients are from Kalamazoo, and the 
cases include any and every contagious disease. The sys- 
tem is that of open wards rather than cubicles, four or 
five patients being put in one ward. An attempt was 
made to start a training school, but the course offered did 
not secure the approval of the state. With the present 
searcity of nurses, both graduates and undergraduates 
are being used in the hospital. In the tuberculosis 
building, with a total of 40 beds, there are seven nurses, 
in the contagious building, three nurses, and in the ve- 
nereal disease unit, two nurses (one day nurse and one 
night nurse). Each division has a head nurse, and one 
superintendent takes charge of the entire three units. 
The problem of domestic help has been solved by paying 
sufficiently high salaries to attract and keep efficient and 
worth-while employees. 


Miss Lyp1A H. KELLER, inspector of training schools of 
Minnesota and secretary of the Minnesota State Board 
of Examiners, spent a few hours in the office of THE 
MODERN HOspPITAL recently. Miss Keller believes that the 
day of definite nursing standardization is not far off, and 
she feels that the present is a most opportune time for a 
step forward in this direction. The women of the country 
are now greatly interested in the Student Reserve, and 
their interest, if used immediately, may be most helpful 
in securing needed improvements. If allowed to lag, how- 
ever, it will be a most difficult matter to regain the neces- 
sary enthusiasm. 
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RED FOR SAFETY* 


Highland Second Sight and the Red Cross at the Dar- 
danelles—A Tale from Suvla Bay 
By ANNA M. CAMERON 
When it became known that I had orders to join a 
hospital ship, many were the gifts which reached me. I 
became stocked with necessities to meet every conceiv- 
able need, especially as it was being whispered abroad 
that events were about to become lively in the Darda- 
nelles. 
My old Highland nurse brought me her offering with 
an apologetic look on her dear old face. 
“My dear, what will you be thinking when I tell you 
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“How was that?” I queried. 

“It sounds gey foolish, you’ll be after thinking, but as 
sure as death something kept hammering in my brain 
driving me to ask for red ribbon. I tried hard to ask 
for blue ribbon, but my tongue went back on me, so after 
making queer-like faces, and kenning fine that the young 
woman was taking me for a gowk, I heard myself asking 
for twelve yards of good red ribbon one inch wide.” 

“That was very strange, Nannie.” 

“Aye, it was that. The second sight was on me right 
enough; for why, the dear knows. I thought at the lat- 
ter end I’d no’ give you the red ribbon, but something 
just drove me to it, and now”’—with a sigh of relief— 
“vou’ve got it.” 














ing from France with several officers and men. 








Hailed by the banners of the women of the Red Cross, the steamship Celtic arrived in port, return- 
A Red Cross chapter welcomed her home, and this pic- 
ture was snapped as she steamed up the river to her pier. 
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that your daft old Nannie has brought you red ribbon 
when she kens fine you canna abide the color?” 

“It is lovely ribbon, Nannie; I like it very much.” 

The old woman smiled wistfully. 

“My lassie, I went by the steamer to Oban to get you 
blue ribbon to tie your hair at nights, and when I got 
to the shop my gift of second sight began to trouble me 
sore.” 

“Oh, Nannie, I am sorry.” 

“It was like this. I got to the shop and just as I was 
going to ask for blue ribbon I found I couldna do it.” 


*From the British Journal of Nursing. 


My protestations that I loved red ribbon did not de- 
ceive the old lady in the very least, and when we parted 
she whispered: “You'll forgive your old Nannie, my 
bairn; I had to go by the sign.” 

The army sister does not usually care for the color red. 
It borders her uniform cape, and she often gets as tired 
of it as of being hedged round and round by red tape. 

The whispers concerning our destination were justified. 
We went straight to Gallipoli, of tragic fame, and did 
our part in the transport of sick and wounded to Egypt, 
Malta, and sometimes Blighty. 

On one precious week of absence I saw my old nurse. 
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STATE TUBERCULOSIS SANATORIUMS IN ILLINOIS — 


She was concerned over my bleached appearance and wept 
when I told her of the bravely borne sufferings of our 
men. ‘At our farewell she whispered: “Do you wear 
the ribbon?” 

I fear my reply was inaccurate. The roll of ribbon 
lay at the bottom of my cabin trunk. I disliked the 
color intensely. It reminded me too vividly of the blood 
which dripped and dripped when our brave men were shot 
in the boats, and thus wounded afresh on their way to 
the hospital ships—their sole sanctuary. 

Our good old ship never returned empty on its eastern 
way. We usually carried the staff and equipment of a 
hospital to meet the ever-growing urgency in Alexandria. 
The medical officers were bidden to remain on the ship to 
receive their orders later. Conjectures were rife. Whis- 
pers of another attempted landing went round the ship. 

We were bound for Mudros, to get fresh orders there. 
I was on night duty, as some orderlies had gone sick. On 
this particular ship sleep was for me an unknown quan- 
tity. The sisters appeared to be rummaging in their 
boxes in the neighboring cabins, and murmurs of “I was 
quite sure I had some red, but of course, I never wear 
any, so I only have a scrap.” 

“IT haven’t got any at all; looking is just a forlorn 
hope.” 

“They seem red mad for some curious reason,” I mur- 
mured, trying desperately to sleep. 

In the afternoon a white-capped head peeped through 
my porthole. 

“Oh, good; you are awake. Have you any red ribbon 
or any red material?” 

“Yes, I have some. What is all the fuss about?” 

“You know the medical officers are bound for Mudros 
without definite orders, and that there are rumors of an- 
other landing?” 

“Ves.” 

“Well, you know how stupid men can be. Out of two 
hundred doctors, less than fifty have the white armlet 
with the red cross, as they mostly imagined they were 
bound for Egypt. They may have to land on hostile 
ground, and they must have armlets. We sisters have 
stolen white linen from the stores and have been making 
them like mad, but the red stuff on the ship is practically 
nil, and we have over a hundred armlets short of the red 
cross.” 

I dressed quickly, and, fishing out the long-neglected 
red ribbon from my cabin trunk, unrolled it so that it 
might appear to the best advantage, and hurrying on deck 
I gladdened the eyes of over a hundred men by the de- 
licious sight. 

All the time Nannie’s wistful face was before my eyes, 
and her words came back to me: “As sure as death some- 
thing kept hammering in my brain driving me to ask for 
red ribbon.” 

“Someone queried: ‘How ever did you come to have 
such lovely red ribbon by you?’ and then I told old Nan- 
nie’s tale.” 

“Scotland forever!” shouted an exuberant voice. “Let 
us all drink the health of your Highland nurse tonight.” 

The landing at Suvla Bay has passed into a memory, 
but a bitter one for those whose dearest paid the price. 

On my next few days’ leave I saw my old nurse again, 
and I left her one of the proudest dames in Scotland. 
The glad memory will always abide with her that she 
provided the red ribbon which marked over a hundred 
red cross armlets—the only means of safety carried by 
a devoted band of men who wrestled with the death by 
wounds which threatened such numbers of our volunteer 

-men at Suvla Bay. 


County Tuberculosis Sanatorium Law, Passed in 1915, Is 
Upheld in General Elections of 1916 and 1918 When 
Many Counties Vote Funds—This Public Service 
Not Regarded as Charity 
By GEORGE T. PALMER, M.D., Assistant Director, Department of 
Public Health, Springfield, Ill. 

As a result of the autumn election, early in November, 
Illinois will be in a position to make more adequate pro- 
vision for its tuberculous people and for the tuberculous 
soldiers who have already returned to the state to the num- 
ber of fifteen hundred and whose numbers will doubtless 
be greatly increased by the return of the American mili- 
tary forces to this country. 

Illinois has never had a state sanatorium, and prior to 
1916 there were no public institutions except in Chicago 
and Cook County and a small municipal institution at 
Rockford. In the entire state, outside the Chicago dis- 
trict, in which it was estimated there were approximately 
fifty thousand persons suffering from more or less active 
tuberculosis, there were but two hundred and fifty sana- 
torium beds and most of these were in private institu- 
tions conducted at relatively high rates. The General As- 
sembly of 1915 enacted the so-called “Glackin law,” or the 
county tuberculosis sanatorium law, which provided that 
by referendum a special tax not to exceed three mills 
could be levied for the establishment of county tubercu- 
losis sanatoriums, free tuberculosis dispensaries, and visit- 
ing nurse service. 

At the autumn election of 1916, eight counties voted on 
the proposition. The measure carried in seven of these 
counties, but through a technical error in the ballot the 
election in Kane County was declared void. 

In four of these counties, Adams, Morgan, LaSalle, and 
McLean, steps were immediately taken to erect sanatori- 
ums. The LaSalle County sanatorium at Ottawa and the 
McLean County sanatorium at Bloomington will be ready 
to receive patients shortly after the first of January. In 
Adams County a site has been purchased and a contract 
for the building has been made, but construction was de- 
layed on account of the rulings of the War Industries 
Board. In Morgan County a sanatorium building which 
had formerly been used for the care of the insane was 
purchased, but the satisfactory remodeling of this build- 
ing has been interfered with by the shortage of funds. 
Incidental to litigation over the levying of a tax which 
was brought about by certain railway companies in Cham- 
paign County, the board of supervisors failed to levy the 
tax, and, after the institution of a suit for mandamus, 
appropriated a small amount of money; this has been 
expended in a tuberculosis survey and in the mainte- 
nance of dispensary and nursing service. At the annual 
meeting of the board last September, money was appro- 
priated for the purchase of a site and for preliminary 
work, but no definite steps for the establishment of the 
Champaign County sanatorium can be expected before 
the September meeting of next year. 

Ogle County, which is one of the smaller counties of 
the state, has levied a tax which is sufficient only to con- 
duct dispensary and nursing service and to provide for 
its tuberculous persons in other sanatoriums in the state 
as authorized under the provisions of the law. 

The results of the election of this year stand out as the 
most important accomplishment in the development of 
public sanatoriums ever attained in any state in the 
Union. Thirty-three counties voted on the proposition 
and the measure was carried by substantial majorities in 
all of these counties. The counties voting on the proposi- 
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tion are: Boone, Bureau, Christian, Clark, Clay, Coles, 
Crawford, DeWitt, DeKalb, Douglas, Fulton, Grundy, 
Henry, Jackson, Jefferson, Kane, Lee, Logan, McDonough, 
Macon, Madison, Marion, Piatt, Pike, Randolph, Scott, 
Stephenson, Tazewell, Vermilion, Whiteside, Will, Winne- 
bago, and Woodford. 

The campaigns in these counties were conducted by the 
Illinois Tuberculosis Association of which Dr. George 
Thomas Palmer of Springfield is president and Mr. Walter 
D. Thurber of Chicago is executive secretary. The meas- 
ure received the unqualified support of Governor Frank O. 
Lowden, the State Department of Public Health, the 
American Red Cross, and the State Council of Defense. 

The Illinois county tuberculosis sanatorium law is 
unique in state institutional legislation. The law pro- 
vides that county sanatoriums are free to rich and poor 
alike, and it is the endeavor of Illinois officials that these 
institutions shall be regarded in the same light as public 
schools, or fire departments, and not in any sense as char- 
itable institutions. The law also provides that county 
tuberculosis sanatoriums cannot be built on grounds set 
aside for almshouses, and no person having to do with 
almshouses shall be connected in any way with the tuber- 
culosis institutions. The expenditure of funds raised by 
the special tax is entirely in the hands of the board of 
trustees who are supposed to be entirely independent of 
the influence of county boards; also the trustees are ap- 
pointed by the chairman of the board of supervisors with 
the approval of the county board. 

Whether the entire three mill tax or only a part of this 
amount will be levied in the several counties will not be 
determined until the autumn of 1919, but it is hoped that 
a large number of these county institutions created this 
fall will be ready for occupancy by January 1, 1920. 


PUBLIC HEALTH AND VENEREAL DISEASE* 


United States Public Health Service Carries Army Pro- 
gram Into Civil Life—Cooperation the Essential 
Thing—Hospitals Must Not Shirk 
Responsibility 
By ALEC THOMPSON, Major United States Public Health Service, 
Washington, D. C. 

I have been asked to explain the cooperation scheme 
which has been worked out between the Army and the 
Public Health Service. The civilian work heretofore done 
by the Army will now be taken over by the United States 
Public Health Service. 

The Public Health Service program for combating ve- 
nereal disease began last January when a telegram was 
sent out by Surgeon-General Blue asking the states to 
avail themselves of the Public Health Service offer to 
place a venereal disease officer in each state health de- 
partment. Preliminary work was done under Assistant 
Surgeon-General Allen McLaughlin, who had been health 
commissioner of the state of Massachusetts. The Cham- 
berlain-Kahn Bill, which is part of the military appro- 
priation act, recently passed, carries with it a million dol- 
lars for state subsidy. During the present fiscal year, 
that million dollars will be distributed to the states upon 
a basis of population. Next year it will be based on the 
amount of money which the individual state is willing to 
put into the fight. Here is your chance to go home and do 
some work. This year your state will get some money; 
next year it can have the same amount of money, provided 
it puts up some money itself. It will get dollar for dollar, 
up to its population allowance. 


*Read before the Twentieth Annual Convention of the American 
Hospital Association, Atlantic City, N. J., Sept. 24-28, 1918. 


In Massachusetts they appropriated $30,000 last year. 
The Federal subsidy for the present year is $36,000. They 
propose to ask the legislature for $50,000 as the state’s 
contribution, feeling that the state should appropriate at 
least half as much again as it will receive from the Fed- 
eral fund, and preferably twice as much. They are screw- 
ing up their courage to the point of asking the legislature 
for $70,000. 

Funds are provided by the Chamberlain-Kahn bill for 
the administrative work of the Public Health Service; 
money is also provided for the organization of the Inter- 
departmental Social Hygiene Board—perhaps an unfor- 
tunate term. This is not a sex educational campaign; it 
is a public health campaign, putting venereal disease, the 
whole venereal disease question, where it belongs—on a 
firm foundation of facts, not fads. It is attacking dis- 
ease, not fancies. It is not a question of whether the 
home should teach sex hygiene; it is not a question of 
whether the churches should teach sex hygiene; it is a 
straight question of venereal disease. What is the 
amount? How is it spread? Who are the carriers? How 
can it be avoided? How can it be controlled and treated? 
The New England scheme is simply a method of correlat- 
ing the work of the six New England states, and, because 
of the close interlocking between the army program and 
the Public Health Service program, one officer has been 
selected to represent both surgeons-general. 

In the New England district this is my particular job, 
and I am detailed from the Surgeon-General of the Army 
to the Surgeon-General of the Public Health Service for 
approximately half of my time. In other sections of the 
country, the reverse may be the case, depending entirely 
on local conditions and the personnel that can be assem- 
bled. 

The Public Health Service in the venereal disease 
division has a section which devoted itself to the question 
of clinics and developing standards both for the theoretical 
and the practical side of the work. This section is asking 
the active cooperation of the hospitals. If you are in 
charge of an institution, you probably have venereal dis- 
ease in your wards, even though you may have a “Not 
Admitted” sign on the front door, as most hospitals have. 
There is no use sidestepping the question. From 10 per- 
cent to 30 percent of your patients have positive Wasser- 
mann tests. You have a lot of cases of gonorrhea, and 
you don’t know it. The institutions that are frankly ad- 
mitting cases of venereal disease have the advantage in 
that the cases are tagged and the necessary precautions 
can be taken. I recall one patient who wanted to get into 
a hospital some time ago. He was sent in as a case of 
hernia; there was no other way of getting him in, and 
there was no place to take care of him. That is the way 
many such cases are received. In the army we do things 
a little differently, and we are asking the civilians to do 
the same things in the same way. 

Another section of the Public Health Service is carry- 
ing out general educational propaganda of the public 
health side of the work, and, beginning this month, it will 
issue a monthly bulletin to be printed and edited in New 
York. If you will write the editor of the Public Health 
Service Monthly Bulletin, 105 W. 40th Street, New York, 
you will be placed on the mailing lists. 

The Public Health Service aims to control venereal dis- 
ease in the United States by developing methods which 
are recognized public health measures. These comprise, 
first, reporting; second, the detection of carriers; third, 
the isolation of the incorrigible carriers; and fourth, treat- 
ment facilities in hospitals and dispensaries connected 
with hospitals. This program requires the education of 
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the public, and not only the passage of adequate laws, 
but also their proper enforcement. Prostitution must be 
repressed to the point of suppression if that can be at- 
tained. When we say “prostitution,” we do not refer only 
to the case of the down-and-out female; we are talking 
about the male and female prostitute. The Surgeon-Gen- 
eral of the army started this entire program a year ago 
last April on the premise that continence is compatible 
with health and is the best prevention of venereal disease. 
That is a simple, self-evident, straight statement. 

The program is to be worked out and is being worked 
out, in so far as is possible, as a he-man and a she-woman 
program. No long-haired men and short-haired women 
fanatics are to be in this fight. It must be a hard-hitting, 
straight-from-the-shoulder campaign. Facts are facts. 
We must look at them and take them as we find them. 
The sum total of venereal disease will shock us but we 
must carry on. 

The problem of venereal disease control in the army is 
practically the same as it is in civilian life. I put it in 
this way because a good many who were controlling, or 
thought they were controlling, civilian venereal disease, 
went into the army with the idea that the army was the 
spreader of venereal disease. In peace days it was gen- 
erally assumed that the army was recruited from the 
street, that the riff-raff was there, and that, as venereal 
disease also was there, venereal disease existed only in the 
riff-raff and was spread by the army. Venereal disease is 
no respecter of persons. Not a class in the community is 
without it, and all classes have it more or less in the same 
percentages. We have had this fact strikingly demon- 
strated to us since we have been in uniform. We are find- 
ing in the army confirmation of all our previous experi- 
ence in attempting the control of venereal disease. The 
army educates its men; the army has advice and diagnos- 
tic facilities; the army has treatment facilities; and last, 
but not least, the army follows up its cases, because all 
that the army doctor needs to do when Private Jones does 
not come around is to send a guard after him. Your so- 
cial service and your follow-up by the printed letter or 
card must take the place of the one little thing that we 
have in the army—namely, discipline. 

This organization is probably aware that there were 
certain—and very few, let me add—civilian clinics and 
health departments that developed during the last few 
years various methods for the reporting of venereal dis- 
ease as well as for providing facilities for treatment and 
diagnosis. We have been endeavoring during the last year 
to stimulate and increase these activities, and we want 
you, as individuals and representatives of your institu- 
tions, to take the word “slacker” off the front of your 
building and put up “venereal disease admitted” instead. 
I mean that. I mean it very sincerely. Let me tell you 
why. 

Since war was declared, there have been 158,000 men in 
the United States Army with venereal disease, which 
means the loss of 2,300,000 days; this is equivalent in time 
to 6,300 men for one year. Only one-sixth of these cases 
were contracted by men in olive drab; the rest came in on 
men in the draft who should have been cured in the civil- 
ian community before the army ever saw them. During a 
recent test of nine weeks, there were 39,425 cases of vene- 
real disease reported in the army of the United States, 
of which only 4,106 were contracted after enlistment. 
Now these are figures worth pondering over. At the camp 
the average period of time from the day of infection to 
the day of induction into the army was six months, and 
man after man said, “I could not get treated. I could not 


go anywhere. The only place open to me was the quack 
or the corner drug store.” We are asking you as institu- 
tions to give the facilities to which cases can be referred 
that are in such urgent need of treatment. I might have 
said “our cases.” After a man has registered under the 
selected service law we figure that he becomes practically 
part and parcel of the army, and it does not make any 
difference whether he ever gets into uniform or not. 

We are carrying this campaign into the factories; we 
are going into industrial plants and placarding the toilets 
and washrooms, both for men and for women, calling at- 
tention to venereal disease, explaining how serious it is, 
and emphasizing the only method of prevention, which is 
continence. We are asking the plant superintendent to 
become the confidential adviser, or else to make one of his 
physicians, his social worker, or his welfare worker the 
confidential adviser to the plant, and to tell these people 
where they can go to get treated. What are they going 
to be able to tell them in your town? That they cannot 
go to the hospital because the hospital says “No”? That is 
what we are up against in Massachusetts. In one town 
where they flatly refuse to have venereal disease in the 
hospital, I suggested to the hospital superintendent that 
one of two things would happen—either we would have 
venereal disease admitted to that hospital and a new dis- 
pensary connected with it, or we would have a new super- 
intendent. 

You can measure the size of our problem in another 
way. The reporting law in the United States shows in 
every state where it is actively working that venereal dis- 
ease is the next most prevalent disease to measles. You 
know how much measles there is in your community, more 
or less, and you can easily estimate how much venereal 
disease you have to plan for. There is practically as much 
syphilis as tuberculosis, if we may judge by the reporting 
law. That is the size of our problem. That is why we 
are asking hospitals to come across and help in the cam- 
paign. 

Take the question of expense. It is costing Massachu- 
setts $750,000 a year to take care of its syphilitic insane, 
every bit of which could be prevented and every bit of 
which will eventually be prevented if Massachusetts goes 
over the top on this program. It will be prevented by the 
early treatment of the cases that are contracted, and, bet- 
ter yet, by the prevention of most of them. The army 
program has borne fruit, and I want to tell you right now 
that the United States Army, from records—not from 
guess or anybody’s say-so, but from records—shows up 
today as the cleanest army in any nation in any war in 
history. We have said to thousands of men in Massachu- 
setts in the last two months, “There is a lot of greasy 
Hun propaganda going the rounds. The thing to do to the 
next person who stands up and says the American Ex- 
peditionary Force is vice-ridden is to knock him down 
first and call him a liar afterwards.” The best rate the 
army ever had was in 1916, when the incidence was 91 
per thousand per annum. The rate in the American Ex- 
peditionary Force for the last four weeks has been under 
twenty. In other words, education pays and preventive 
work pays. 

The reduction is not due entirely to the so-called 
“prophylaxis.” That is one side of the work that you will 
hear criticised a great deal. This audience does not need 
to be given a definition of prophylaxis. We consider 
prophylaxis in the Army today to mean the entire pro- 
gram of education, vice repression, recreation, occupation, 
and treatment. We know, from the examination of thou- 
sands of women who have been picked up throughout the 
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United States since war was declared, that 95 percent 
have gonorrhea and 53 percent have syphilis. In other 
words, 53 percent have both. We give the men the facts 
and the figures, and tell them that “the fool who exposes 
himself to venereal disease must be assumed to have con- 
tracted venereal disease.” We then give what we call 
today early treatment, and if we can get a man within 
one, two, or three hours of his exposure, we can prevent 
the major symptoms which lay him up for a period of two 
to three weeks in the camp. That is our program. Vice 
repression, as it has been carried out by the army, has 
done a tremendous amount of good. It has awakened a 
large number of communities. We have closed vice dis- 
tricts all over the country. I do not know what the last 
figures were, but the figures three months ago were 
eighty-odd red light districts eliminated. We have a say- 
ing in the United States Army that “you can’t fight right 
under the Stars and Stripes if you take your pleasure 
under a red lantern.” 

I believe that the clinic should be a teaching center. It 
is among the infected individuals that you frequently get 
the best converts—the man who didn’t know and the 
woman who didn’t understand. We ask that the hos- 
pitals become an educational factor, that clinics be es- 
tablished, and that you, as individuals, go out and do 
missionary work. You can develop a community morale, 
or whatever you like to call it. I am sure it can be done 
in civilian life just as we have done it in the Army. 
Permit me to illustrate what I mean: 

After I had shown the Army film, “Fit to Fight” to an 
audience in Boston the other night, a gentlemen came up 
to me and said, “That’s a great film; some of that stuff 
you were talking must have been taken from the Army 
pamphlet, ‘Colonel Care Says.’ My boy is overseas in the 
76th Division which trained at Camp Devins. I wish I 
had here the letter he wrote the other day. It ran some- 
thing like this: ‘Dad, one of our squad’s in the hospital 
with gonorrhea. That is not why he went to the hospital, 
however. He went there because he had a broken nose 
and two black eyes. The rest of the bunch finished him 
when they found what was the matter with him, because, 
you know, as we said in the camp, the soldier who gets 
a dose is a traitor. You better tell mother; it will make 
her feel better.’ ” 

The army has developed a spirit, a morale, which a 
good many people call morals and which we choose to call 
fighting spirit—“Get the Hun” stuff—that is perfectly 
marvelous. In going out and talking to the civilian com- 
munity we have discovered that there is a wonderful de- 
mand on the part of the average man to have a vehicle 
to express the decent things that are in him. He has 
never been able to do it. We have always gone on the 
basis of a conspiracy of silence, a feeling that you must 
not talk about venereal disease, that you must not come 
out and say what is in you; it was not so long ago that 
if some young chap said, “Well, we won’t go down the line 
tonight,” the rest of the crowd would have laughed at him 
because he was a mollycoddle. Today in the Army that 
viewpoint is changing, and we are proposing to change it 
in civilian life as well. We are proposing to change it 
not only so that we may win the war, but that, when the 
war is won, we may be fit—fit for these boys when they 
come back. They go overseas boys and come back—men; 
they are men within a week or two after they get into 
the great adventure over there. If you talk to any re- 
turned men, Y. M. C. A. or K. of C. secretaries who have 
lived and worked with the soldiers, they will tell you how 
they have changed, and I promise you, as I have been 
promised by many of them, that, when these fellows come 
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home, they will run these little United States and some 
of us who have not done our part in the clean-up will 
be required to take a back seat, whether we be doctors, 
hospital superintendents, or the common garden variety 
of citizen. 

If only one-sixth of all the venereal disease treated in 
the United States Army is contracted by the United States 
Army, the other five-sixths must exist in civilian life. If 
five of the six cases are brought into the United States 
Army as drafted men, the question to be answered is: 
What can be done with them before they come into the 
Army? Let me illustrate what we are proposing to do 
in Massachusetts—and I think it will be done and can be 
done everywhere. The instruction boards, which are part 
and parcel of the draft boards, are telling men, those in 
Class 1 particularly, where they can get treated for their 
venereal disease if it is found that they are infected. 
Now we are proposing in Massachusetts to give the in- 
struction board a list of all the clinics. We are propos- 
ing to ask the hospitals for more clinic facilities. We are 
proposing also to parallel this work in the industrial world 
and go into the factories and post the plant with the 
names of the approved clinics. Now when I say “ap- 
proved” I mean this: We do not feel, either in the Pub- 
lic Health Service or in the office of the Surgeon-General 
of the Army that a clinic is worth while unless it has 
active social service connected with it. We can no longer 
stand up and say that the person who has venereal dis- 
ease must be shunned or that he is not worth considering. 
Ninety-nine percent of them, whether they be men or 
women, did not know, and, in my private opinion, if it 
had not been for ignorance, 50 percent of them would 
never have had venereal disease. That being the case, 
it seems to me that we ought to be able honestly, whole- 
heartedly, and humanly to extend to them the right hand 
of fellowship. Do not condone what they have done, but 
on the other hand, do not hit them in the face and make 
them go and do it all over again. You can develop, at 
practically no cost, a venereal disease clinic in any hos- 
pital of any town of sufficient size. It did not cost the 
Brooklyn Hospital anything but heat, light, and rent. At 
luncheon today I just happened to hear about another pay 
clinic in this country that was realizing a sufficient sur- 
plus over expenses to make the executive wonder where he 
ought to spend some of the profits. Profits on venereal 
disease pay clinics are not large, but they should be de- 
voted toward enlargement of the clinic, and not for other 
purposes in the hospital. The possibilities lying behind a 
clinic are tremendous. 

Let me illustrate this point by telling you that in the 
year 1912 the venereal disease clinic of the Brooklyn Hos- 
pital Dispensary administered something over 2,000 treat- 
ments. In 1914, an effort was made to get the patients 
to continue treatment until discharged as cured. Please 
note that in the whole history of the institution—and I 
had been there six years before that—this was the first 
time we ever tried to get them to come back. In 1915 the 
clinic administered about 6,000 treatments; during that 
year more active measures were taken to follow up pa- 
tients ceasing treatment before being discharged as 
cured, and further effort was made to impress upon the 
patients the necessity of keeping constantly at it until 
definitely told by the doctor that they were well. The re- 
sult was the administration of 15,500 treatments in the 
year 1916, and, as an illustration of the automatic effect 
of constant effort, the year 1917 showed the remarkable 
record of over 30,000 treatments. In the same plant, in 
the same room, and with practically the same personnel, 
we doubled our service every year, applying the common 
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business variety of efficiency methods to the running of 
the pay clinic which made last year, with its maximum 
load of 30,000 people, practically self-sustaining. There 
are a number of clinics that are doing what the Brooklyn 
Hospital Dispensary did, but not so many as there ought 
to be. 

It is interesting to know that as soon as you begin run- 
ning a venereal disease clinic on an efficient basis and put 
a human atmosphere in it, there is an increase in the num- 
ber of visits. The total number of visits is not due to 
new patients but to patients coming back, continually 
coming back, until a fair percentage of them are certainly 
rendered not communicable and a small percentage of 
them are cured. Those are all old figures. It ought to 
be the other way around—that a large percentage stick 
until cured and a small percentage quit after being ren- 
dered non-communicable but before being cured. The av- 
erage number of visits per patient per year, according to 
most surveys, has been under fifteen in most clinics 
throughout the country. On the surface of it, you can 
see this means neither a reduction in venereal disease nor 
a cure of the cases. This condition must be remedied; the 
clinic must have efficient follow-up—efficient social service. 
Help the patients over the rough spots; finance them for 
a little while until they get back on their feet. They will 
respond. Most of them are honest. A good many of 
them would not have contracted venereal disease if they 
had not been fairly human. They make wonderful ma- 
terial to work with, and you will be well repaid for every 
cent you invest in them. We have lost almost no money 
in the administration of over $4,000 of the Brooklyn Hos- 
pital salvarsan fund. I don’t believe we lost over $100. 
In the first $200 of the salvarsan fund we lost six dollars, 
and that first $200 was carried, some of it, six months. It 
can be done everywhere; Brooklyn is not an especially 
honest place or an especially human place. You can do it. 
I will guarantee that any social service worker who has 
done any work with venereal disease will find that these 
cases are keen to be cured when they understand the ter- 
rible consequences to their families and the people with 
whom they come in contact. In short, they are the finest 
little cooperators you could ever get. 

If your state has a reporting law, see that it is enforced. 
Use your hospital facilities; use your personal persuasion 
with your hospital staff to jack up the doctors on their 
reporting. I am sorry to say that the biggest obstruction- 
ist we have run up against in this entire venereal disease 
campaign is the doctor. The doctors, however, have a 
peculiar warp in their mentality which makes them believe 
that they won’t get patients if they report them. I have 
been all through it. I did not report my cases when the 
law first went into effect in New York City. In the Brook- 
lyn Hospital Dispensary we used to write the report up 
after the patients had gone, because we were afraid that 
if they even saw a health department slip around the place 
they would not come back. Before things had gone very 
far, that was found to be an awkward and cumbersome 
thing to do; so we changed. After that we used to sit 
down with the patient and say: “Smith, where were you 
born?” ete. 

“What do you want that for?” 

“I am making out the health department report; you 
are going on record.” 

“What does that mean?” 

“Nothing if you keep to your treatment, but a whole lot 
if you don’t.” 

It works beautifully. I suggest that the hospital get 
busy and educate its own staff to comply with the law, 
and then let that staff go out and educate the rest of the 


physicians in your community. We are discovering that 
education of physicians by physicians helps considerably 
in Massachusetts. Surely it will help elsewhere. 

How much venereal disease is there in your community? 
How much work there is for a clinic depends on so many 
factors that there is no use in discussing the matter here. 
I may say, as an index, that in Massachusetts from March 
to August there were reported 4,216 cases of gonorrhea 
and 1,755 cases of syphilis, and we feel satisfied that these 
figures cover only about one-third or one-quarter of the 
total number of communicable cases that should have been 
reported; in other words, there is a demand of about 25 
percent of those cases for treatment. When you consider 
that the average case of syphilis needs from one to two 
years of pretty constant hospital dispensary care, you can 
realize that it doesn’t take very long to develop a large 
venereal clinic. The superintendent of one of your hos- 
pitals said to me a few moments ago, “The clinic is grow- 
ing so fast that I don’t know what is going to happen.” 
I know what is going to happen—as he can not put rubber 
walls on his building, he will have to build an addition 
to it. 

We have threatened the Massachusetts clinics with an 
increase in business. The Boston dispensary has recently 
opened a special evening clinic for women—a thing that 
was once considered unnecessary and unheard of. It took 
a long time to convince the chairman of this meeting that 
it was a good thing to do. It took me nearly a week. 
That clinic is going to be doing a land office business 
within the next six months. Why? Because the com- 
munity in Massachusetts is being educated in this subject 
and is desiring treatment. Communities throughout the 
United States, willy-nilly, wiil be educated on the serious- 
ness of venereal disease and will demand treatment. It 
becomes necessary, therefore, for the civilian hospitals to 
anticipate the demand by establishing real, live, human 
venereal disease dispensaries. You need not face the bug- 
bear of opening up your wards. If you will provide dis- 
pensary facilities, I do not believe that you will need more 
than one or two beds for an average dispensary. Some of 
the clinics that are running between three and four hun- 
dred treatments a day will need more than that. At the 
Brooklyn Hospital I do not think that on an average we 
would have needed more than three béds at any one time 
for our cases of straight venereal disease. The Massa- 
chusetts Homeopathic Hospital is planning to put in 
twenty-five beds, but that is from another angle. 

We must have facilities somewhere for the detention, 
treatment, and, in so far as possible, rehabilitation of the 
unfortunate girls that we are picking up. Please note the 
term “girls.” The women, the hardened prostitutes, we 
feel as a war measure need immediate humane jail atten- 
tion; but the hysterical female of sixteen and seventeen, 
the chippy that we warn the Army against, must have 
some place where she can be taken care of for her venereal 
disease. 

To illustrate what I mean: recently in Boston on three 
successive nights, the probation officer and the War De- 
partment protective worker for girls picked up at one of 
the beaches something in the neighborhood of twenty or 
thirty girls. About 35 percent of them had venereal dis- 
ease and most of them were under seventeen, if my mem- 
ory is correct. They were not prostitutes in the ordinary 
sense of the word; they were what one very efficient War 
Department protective worker for girls described as 
“patriotic prostitutes”—girls who have become hysterical 
over the army, who have not had education or instruction, 
and who do not know what it is all about. They are the 
girls you and I should have been thinking about in the 
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past. This is truly described in our War Department 
work as protective work for girls, but it is also the pre- 
vention of venereal disease. Protection against the whole 
pitiful thing is the major consideration. In so far as it is 
possible for the War Department to do so, we propose to 
carry its protective work up to the point where no more 
recruits are obtained for prostitution. It is a big job. It 
is a bigger job than we people in uniform can handle. 
When you realize that the Commission on Training Camp 
Activities, of which you have heard a great deal, and the 
War Camp Community Service work was primarily organ- 
ized for the prevention of venereal disease, you will realize 
the tremendous size of the problem as we see it. There 
would never have been the big organization that exists 
today if it had not been for the one solitary purpose of 
preventing venereal disease. That organization grew out 
of conferences held in Washington to consider the ways 
and means of preventing venereal disease in the United 
States Army, and, as I have said before, the campaign has 
produced five lines of attack, (1) the repression of vice 
and its suppression when possible; (2) the instruction and 
education of the soldier; (3) the recreation of the soldier 
through the various activities of the Y. M. C. A., the K. 
of C., and all those organizations that are interlocked with 
the Commission on Training Camp Activities; (4) the 
occupation of the soldier; (5) facilities for treatment of 
the infected individual. We feel that we can keep him 
well occupied with his job when he gets over on the other 
side, we can keep him fairly well occupied with his job 
while we are training him here, we can keep him fairly 
well content with our huts and hostess houses and athletic 
games, we can keep him fairly well instructed—we can, in 
short, do all that is humanly possible to uphold our mili- 
tary responsibilities. We have motion pictures, pamphlets, 
lantern slides, exhibit. placards, and all sorts of things; 
and we are doing a tremendous piece of work in protecting 
the soldier from the temptations of vice. 

But what we want to do is to have the same work at- 
tended to in the civilian community. We want the civilians 
who are infected with venereal disease to be cleaned up 
before we get them into the Army; we want the civilians 
who are infected to be cured, even though they are not 
coming into the Army, so that they can do efficient work; 
and we want the hospitals to get into this fight and to 
combat venereal disease, so that we will have fighters fit 
to fight and workers that are fit to work; and then, when 
we lick this old Hun, as we are bound to do, we shall all 
be fit to win! 

Abstract of Discussion 


Dr. JOSEPH BYRNE, New York: Major Thompson’s 
paper has stated most emphatically that this is a question 
of public health and not one that concerns home education 
and religious training. I think that both the major and 
Washington, if Washington is sponsor for that statement, 
are absolutely wrong in that contention. Later on in his 
discussion, he has stated that the problem is too large for 
men in uniform to handle. This contains the gem of the 
real truth. It is admitted that the one way to prevent 
disease is by continence. Now, I am a psychologist, and I 
insist upon getting to the ultimate causes in every condi- 
tion; the question brought up by abstinence involves intri- 
cacies in psychology that go back fundamentally and 
primarily to the basis of our education, which ultimately 
must be regarded from the spiritual standpoint, and rest 
on home influence and religious training. Major Thomp- 
son has talked about educating the legislator. Very well 
and good. I advise him to begin by educating the doctor, 
and particularly the men of his own specialty. The very 
men who have retarded advance in the hygiene of sexual 
disease have been the men of his own specialty who have 
always referred to these diseases as something very 
jocular, and have used in regard to them such terms as 
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“When did you get your dose?” etc. That has been the 
real obstacle to progress in hygiene in sexual disease. 

Masork THOMPSON: I most heartily agree with the 
speaker, and if I gave the impression that the War De- 
partment does not approve of home and religious training, 
I regret it because what I wanted to say was that the 
Army and Public Health Service proposed to keep away 
from that angle of the thing and leave it in more com- 
petent hands. I do not see, personally, how we can put 
the moral side and the religious side of this thing over as 
a Government proposition without stepping on the corns 
of numerous groups. I don’t want my kid educated by 
some of your folks, and I presume that if some of your 
folks have children you would not particularly like me to 
educate those youngsters on the moral side and the relig- 
ious side. On the public health side I think we have a 
little different ground. As far as my noble profession is 
concerned, with regard to venereal disease, I am and have 
always been disgusted with it. I thoroughly agree with 
the gentleman from New York. The psychology of this 
thing does go back to the home and to the religious angle 
of the thing, but the public health side is our affair. One 
of the chaplains in one of the camps remarked to me when 
I asked him what he thought of our campaign, “It’s fine.” 

I said, “Don’t you think we are a little too rough in the 
way we say things in the Army?” 

He said, “No, I don’t; you are talking United States, 
and United States is the language of the Army. Tell the 
boys the facts, tell them to them in words they can under- 
stand, but, for goodness’ sake, keep off my grass and let 
me talk about morals and religion to them.” 

I said, “I’ll meet you right there, Lieutenant.” 

Dr. R. G. BropericK, San Francisco: We feel that San 
Francisco in this campaign is doing a great work. It is 
known as the California system of cooperating with the 
Public Health Service and the United States Government. 
There are two or three matters I should like to bring out. 
The major spoke of sending the prostitutes to jail, and 
keeping the patriotic girls, as he called them, for clinical 
and hospital care. In San Francisco we have established 
a ward in the San Francisco General Hospital, of which I 
am superintendent, in which we have at the present time 
about forty-five patients. We have adopted the scheme of 
arresting these women upon complaint from the Army 
or Navy under the general clause concerning vagrants. 
These women are brought before the court; under a state 
law all vagrants are examined for communicable disease. 
These women are taken into a clinic during the detention 
time of twenty-four hours, and upon the hearing next day 
they are not subject to bail. If the physician and nurse 
who are present state that the accused has gonorrhea or 
syphilis or chancroid, any communicable disease, in fact, 
the court suspends sentence and admits this patient, under 
the general act of the state on contagious diseases, to the 
city hospital, where she comes in as a patient; that is 
what I would like to underline. She is not under any 
police restrictions; there is no lock hospital or sugges- 
tion of anything like a penal or jail appearance about the 
ward. The patients have their own roof garden, their 
meals are excellent, and during the entire time that they 
are there social welfare work is carried on by the Home 
of Friendship and the Y. W. C. A.; these agencies have 
rehabilitated many of these girls and brought them back 
to their homes, and I am sure it is not such a hopeless 
task as it would appear. These women are, in my opinion, 
a great menace in the spread of venereal disease. I know 
of one case that transmitted over one hundred infections 
in one night. The problem is terrific, I think, for the 
military, and we have already received reports from the 
Government complimenting us upon this work. You spoke 
also of salvarsan. In San Francisco, fortunately, under 


‘the state law, we have the free administration of salvar- 


san through the clinics and through the hospitals. This is 
paid for by the state; it is a service to the public. Our 
clinics are run day and night. We have clinics that are 
carried on in the public health department, and the night 
clinics are splendidly attended. We have likewise the 
state registration law, and we use this as a little tip to 
the individual to come back and receive his treatment. We 
have also recently established a male ward for genito- 
urinary diseases, and all men who are found to have this 
disease are likewise treated in the hospital free of cost in 
the same way that you would control any other communi- 
cable disease. 

MaJoR THOMPSON: Down in Washington, while we 
were working out a good deal of this, Major Sawyer and 
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I were called the roughneck twins. All we talked about 
was the California plan; on the basis of the state work 
that California did and the local work the Brooklyn Hos- 
pital did, most of our general ideas grew. California has 
done a wonderful piece of work. The director of venereal 
disease of Illinois was in Boston with me the other day, 
and they have just recently locked up twenty-seven men 
who were spreaders of venereal disease, incorrigibles not 
under treatment. We are picking them up daily in Massa- 
chusetts. We have free arsphenamine in Massachusetts, 
manufactured by the state. Every state should put vene- 
real disease therapeutic measures on practically the same 
basis on which diphtheria antitoxin has been placed. 


BASE HOSPITAL NO. 1, NEUILLY, FRANCE 


Built for the Lycée Pasteur, Taken Over for Use as the 
American Ambulance, Base Hospital No. 1 Is a 
Monument of American Efficiency 

Base Hospital No. 1 stands out among the show places 
in Paris. In every one of its various stages, even in the 
chrysalis stage when it was the famous American ambu- 
lance, our countrymen had a habit of pointing to it with 
pride. For four years since then American persistency 
and American effort have been conscientiously applied, 
so that today its staff can delight in the proverbial 
American superlative—it is the most modern war hospital 
in the world. 

Perhaps the most interesting fact about this finest of 
all war hospitals is that it is and has always been the 
American people’s hospital, supported entirely by private 
contribution. In 1914 “the Americans” took over the 
magnificent but unfinished Lycée Pasteur at Neuilly, com- 
pleted it and put in six hundred beds for French and Eng- 
lish wounded. With the entry of the United States into the 
war its capacity was increased to two thousand beds. 
Since the first American offensive it has served as a cas- 
ualty clearing station with its two thousand beds taxed 
to capacity. 

Over-taxed as it is, the whole building breathes an at- 
mosphere of calm which, businesslike in the basement, and 
in the neat little meat shop and green grocery and kitchen 
which quietly prepare and serve seventy-five hundred meals 
a day, businesslike in the white enamel operating rooms, 














Base Hospital No. 1, formerly the American Ambulance 
at Neuilly. 


Fig. 1. 
becomes almost religious among the rows of dignified 
white faces in the wards. 

Every man arriving at No. 1 goes through the same rou- 
tine. 

1. He is given a bed number; his valuables are taken 
away from him and put in a bag. 

2. He is given a bath. 

38. He is passed to the X-ray department, where in less 
than a minute the fluoroscope locates the foreign body. 


4. He goes to the operating room. Every case is oper- 
ated upon before being put to bed in a ward, a rule which 
during the rush means some 230 operations a day. 

As for the wards, at first sight the layman thinks he 
is entering a machine shop when he goes into some of 
them, so different is an up-to-date ward for the treatment 
of bone fractures from the hospital ward that he knows. 
Here the bed and the boy in the bed seem quite incidental, 
half hidden as they are under the array of paraphernalia 
used by the modern surgeon in his treatment of broken 
limbs, a combination of the Carrel method with the dis- 
covery of Dr. Blake. But on closer approach the visitor 
notices that the pulleys are cords and not chains, that the 
weights are enclosed in linen bags, that the bulbs of 
Dakin solution are only glass and that the framework 
built high over each bed is of very light wood, not of 
iron. His first alarm for the safety of the boy under- 
neath dies down somewhat, to disappear completely when 
Dr. Miller of the hospital staff patiently explains just how 
the system works. 

The pathological laboratory, which decides when each 
wound in the hospital is to be sewed up transfers the 
daily records of each patient to a chart. When the curve 
shows that the “bugs” are down to one germ in five fields, 
no matter how large the wound is, it is sewn up tight. 
The radical departure from the procedure of before the 














Fig. 2. The operating room at Base Hospital No. 1. 


war, when wounds were left to granulate over and heal of 
themselves, saves thousands of units to the United States 
army. A function of the pathological laboratory whose 
importance cannot be overestimated is to match blood 
samples, a preliminary to all transfusion of blood which 
makes the success of this operation a foregone conclu- 
sion. 

In another room the Connel apparatus for local an- 
aesthesia is brought to one’s attention. It is thanks to 
this apparatus, which throws a warm ether spray into the 
nostrils, that the face and jaw operations performed by 
Dr. Miller and other surgeons have attained an unbeliev- 
able success. 

These operations are very often a collaboration between 
the surgeons and the dentists on the floor above. The 
hospital is delighted with its dental service, “the finest 
in all Europe.” So great is this department’s popularity 
that it has encroached upon the confines of the room next 
door, and when an American general decides to have his 
teeth fixed he is quite apt to be ushered into the institu- 
tion’s chapel, a dental laboratory on week days. 

The management seems to have adopted Abraham Lin- 
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coln’s idea—if you want to be sure a thing is done right 
do it yourself. They go on the principle that nothing 
shall get away from them. And indeed, except for the 
washing, which is the only contract let out, and the bread, 
which is the snowy white product so envied by all French- 
men, made by Uncle Sam’s bakery at Dijon, they do all 
of their own work themselves. Everything down to sore 
throats and colds in the head are cared for in the building, 
which perhaps accounts for the fact that there have been 
fewer cases of Spanish influenza here than in any other 
hospital in Paris. 

Every square foot of space in the Neuilly hospital is in- 
teresting if only for its cleanliness, its immaculate order; 
and as one listens to the faint strains of military music 
floating through a window in the court yard one cannot 
help feeling sure that, if the father of modern medicine 
to whom the great new monument was originally dedi- 
cated could inspect the work being done in it by these 
strangers from across the seas, he would be as enthusiastic 
in his praise of their concerted effort as are his successors 
in France today. 


SOME ECONOMICAL HOME-MADE DEVICES 


Ingenuity Produces Useful Apparatus—Butterworth Hos- 
pital Has Many Improvements to Its Credit 

A representative of THE MopERN HOspPITAL, on a recent 

visit to Butterworth Hospital, Grand Rapids, Mich., ob- 

served a number of uséful and clever devices, which were 

found to be due to the inventive genius of the superin- 

tendent, Miss Elizabeth Selden. Miss Selden has very 
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Fig. 1. Cart on large casters, designed for cooling and drying sterile 
dressings. The framework, of 2- to 3-inch wooden strips, is 
covered with open-mesh wire netting, which is also used for the 
shelves. 


Fig. 2. One-piece maternity vaginal drape, composed of top sheet, 


laparotomy stockings, apron, and undersheet, to be adjusted so as 
to cover the patient entirely. 


kindly furnished for the readers of THE MoperN Hos- 
PITAL descriptions of some of these devices, as follows: 


STERILE DRESSING CART 


This cart (Fig. 1) is designed for cooling and drying 
sterile dressings when first taken from the hot sterilizer. 
The framework is made of 2- to 3-inch wooden strips. 
The framework is covered with open-mesh wire netting to 
allow free circulation of air. The shelves are also made 
of the wire netting fastened to framework. The cart is 
placed on large casters which aid in moving it about. 


MATERNITY VAGINAL DRAPE 

This one-piece maternity vaginal drape (Fig. 2) entirely 
covers the patient. The top sheet, laparotomy stockings, 
and under sheet are all joined, and can be adjusted at 
one time. The drape is held in place by an apron, which 
is pulled up under the patient and fastened in front with 
tapes. The patient can extend or flex the knees with- 
out disarranging the drape and still preserve a sterile 
field. 


There is a vaginal opening large enough to allow for 
the passage of the child. After the drape is adjusted, 
the corners of the top sheet, laparotomy stockings, and 
under sheet are fastened together. 


ETHER FUME APPARATUS FOR RHINOLARYNGOLOGICAL WORK 


This ether-fumes apparatus is used extensively for nose 
and throat operations. It is described in the legend 
(Fig. 3). 























Fig. 3. Hand-power ether-fume apparatus, used for nose and throat 
»perations. 


A. A set of double rubber bulbs used for forcing the air through 
the ether, vaporizing it. 

B. Metal tube leading into the ether jar or can. 

C. A glass fruit jar or can with a screw top, which contains the 
ether. The cover has two openings, one through which the tube carry- 
ing the air passes, and the other the tube through which the ether 
fumes escape. 

The metal tube through which ether fumes escape. 

E. Rubber connecting tube. 

F. Metal coils, through which ether fumes pass and in which they 
are heated. 

G. A glass jar or can containing hot water, in which coils con- 
taining ether fumes are immersed. 

H. Outlet from coils. 

I. Rubber connecting tube carrying the heated ether fumes. 

J. A metal mouth-piece, through which the fumes escape into 
the patient’s mouth and lungs. 

. A heavy wooden base block upon which the apparatus stands. 

L. Round openings into which the jars fit. 

M. Handle for carrying apparatus. 


Building Program for Hospitals for Mental Diseases in 
New York State 


The end of the war has brought about a vigorous cam- 
paign for pushing the building program for hospitals for 
mental diseases in New York State on the part of the 
State Charities Aid Association. There is an overcrowd- 
ing of 6,455 patients, which amounts to 22.3 percent, in 
the hospitals of New York. The Hospital Development 
Commission is studying and planning systematically for 
more accommodations, and the state is now committed 
to the following building projects: the erection of a 
new state hospital at Creedmore, on the outskirts of 
Brooklyn; the erection of a state hospital at Marcy, near 
Utica; the establishment of a psychopathic hospital in 
New York City; the establishment of another state hos- 
pital in the metropolitan district to take the place of the 
abandoned Mohansic institution. 


The Seaside Hospital at Bagnoli 


The seaside hospital at Bagnoli was established in 1906 
for the treatment of rachitic, anemic, and paralytic pa- 
tients. The institution has lately been greatly enlarged 
by the addition of a new pavilion capable of housing 150 
patients. There will be surgical, orthopedic, serothera- 
peutic, and heliotherapeutic divisions. The new buildings 
will be devoted exclusively to the treatment of male and 
female tuberculous patients. The hospital is described 
in a recent issue of the Policlinico of Rome. 
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Civil Hospitals Must Gain Confidence and Support of Com- 
munity—Suggestions for Successful Advertising 
By R. S. SOMERVILLE, Director of The Vancouver General Hospital 

It is undeniable that the great majority of people in 
this province know more about the work being done in 
the base hospitals at the front than they know about what 
is being done in the hospitals of the province. The reason 
is that their interest has been enlisted in the base hos- 
pitals because of the many stories written and told about 
them. For every item they read about a civilian hospital 
they probably see twenty dealing with war hospitals. 

Support is largely based on two things—knowledge and 
confidence. If any of our hospitals are unable to stand 
the test of taking the public into their confidence regard- 
ing their work and affairs generally, there is something 
lacking. Perhaps the reason why some hospitals seek no 
publicity is that they have enough sense to keep silent. 
But one feels sure that such hospitals are not represented 
here today, nor do they exist in this progressive province. 

Publicity does and will do two things for hospitals: it 
educates and it enlists support. There can be no ques- 
tion but that both aims are worthy and that the two are 
closely related. The popularizing of knowledge as to the 
work being carried on in a hospital in the treatment and 
cure of diseases is as necessary and legitimate as the ad- 
vertising of its wares by an industrial concern. In both 
cases it means the securing of support. Most of the hos- 
pitals in British Columbia are public hospitals which have 
to depend on public grants and voluntary gifts. They can 
not collect all they earn, because they are at all times 
dealing with the poor and unfortunate. But the public 
can always be induced to give to worthy objects. 

Hospitals, whether in large or small centers, carry on 
a work of vital importance to the community. The chief 
asset of a community is its health. The work of alleviat- 
ing pain, healing the broken, and restoring the sick to 
health and vigor is not only of prime importance but is 
never-ending. Institutions of this kind can have no holi- 
days nor can they declare a walk-out. Public hospitals 
can not refuse admission to the sick. With these facts 
in mind there is no reason why an apologetic attitude 
should be assumed in inviting support. These institu- 
tions must be maintained at a constantly increasing state 
of efficiency, and this costs money. 

The attitude of hospital managements in general re- 
garding publicity has undergone a marked change in the 
past few years. The absolute need of it is recognized. 
Not so many years ago the interior of a big hospital was 
as unknown to the average man as the inside of a peni- 
tentiary. It was a close corporation, with the result that 
ignorant gossip had full play. The Vancouver General 
has had its own experience along this line, and even yet 
one occasionally hears the most absurd stories down town. 
I suppose that this is inevitable, but constant and well 
directed publicity will consign most of these fairy tales 
to the garbage heap. 

On the advent of Dr. MacEachern to the general super- 
intendency of this hospital, he inaugurated a new order 
of things which has borne much good fruit. He has al- 
ways found time to talk to a newspaper reporter and to 
send him on his way rejoicing. He has made friends 
among the local newspaper men, with the result that he 
is able to command much valuable publicity in the press. 
By this means he has been able to put a quietus on many 
yarns which had no foundation in fact. 


*Address delivered before the British Columbia Hospital Association, 
June 27, 1918. 
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ASSISTANCE OF PUBLICITY TO HOSPITALS* 


Public support will follow public interest. Once a man 
or woman becomes interested in a hospital, the next step 
which is almost certain to follow is that he or she will 
support it in some form or other. With the exception of 
patients and their friends, there is little direct contact 
between the individual and the institution. Publicity 
bridges the gap between the two. Outside of what may 
be regarded as self-interest on the part of the manage- 
ment, the latter is under moral obligation to provide full 
information as to the work of the hospital. It is a duty to 
the public. One effect of publicity is that it today at- 
tracts to the hospital hundreds of patients who were for- 
merly treated at home, in many cases much to their own 
detriment. The more that is known about hospital work 
and its steadily increasing efficiency, the better it is for 
the whole community. 

Some definite person should be in charge of publicity. 
A thousand and one incidents occur during a single week 
at a hospital, which, if told, would excite interest and com- 
ment. Neither humor nor pathos is lacking. Under a con- 
stant routine, hospital officials are apt to grow blind to the 
features—picturesque, humorous, pathetic and romantic— 
that have new values and that are entirely unfamiliar to 
outsiders. Here is where a friendly news writer may well 
be called upon to assist, and in every community such an 
individual may be found. The admitting officers, house 
staff, nurses, social service workers and others connected 
with the hospital should be encouraged to notice and re- 
port anything of possible news value. 

All this refers to articles in the press, which, after all, 
is the most direct and most successful method of pub- 
licity. But there are many other avenues for reaching 
the public which should be utilized to advantage. Publica- 
tion of monthly and annual reports should be insisted 
upon, care being taken not to make them too technical 
or lengthy. Letters of appeal are an effective means of 
publicity. Illustrated folders for direct distribution in 
public gatherings and public places are likely to do much 
good in calling attention to the equipment and achieve- 
ments of the hospital. These might also be mailed to 
prominent citizens. Occasional receptions direct atten- 
tion to the personnel of the institution and extend the 
circle of well wishers. Last and best of all, are the en- 
thusiastic encomiums of former patients on the way the 
hospital is conducted. By their united verdict an insti- 
tution must stand or fall. 

The success of this convention is in itself a striking 
testimony to the effectiveness of publicity. 

I can do no better in closing than to quote some re- 
marks of a well-kriown New York hospital authority on 
this subject. In a recent address he said: 

“Cultivate good will. It is too much to expect that the 
general public will retain many statistics about your hos- 
pital. People read so much and so carelessly that their 
minds become like sieves, often with big holes in them. 
But, though they do not retain many facts, they do re- 
tain impressions, and it is their impressions on which 
they act. See to it, therefore, that, with the facts to 
justify it, you establish a reputation for doing a large 
work, vital to the community and permeated with genu- 
ine sympathy. There is a widespread impression that a 
hospital is a cold, cheerless, impersonal place, wrapped 
in officialism and tied up with red tape. As a matter of 
fact, a hospital is a place where people come in pain and 
find relief, come in weakness and go forth strong, come 
despondent and return with courage. There are few fam- 
ilies that do not have grateful memories of what a hos- 
pital has done for one or more of their circle. Capitalize 
this feeling.” 
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A Wainscoting That Does Not Come Off 
To the Editor of THE MopERN HOospPITAL: 

I should like very much to know of a good wainscoting 
for the walls of an institution for children which can be 
trusted not to break and wear off like ordinary plaster. 
The children in my charge are many of them up and 
around, and the problem of the walls is a serious one. 
SUPERINTENDENT OF CONVALESCENT HOME FOR CHILDREN 

We believe that you will be interested in the experience 
of an eastern institution for the feeble-minded in which 
cement dado is used on the lower third of all the walls. 
An account of it is given in the September /nstitution 
Quarterly, published by the Public Welfare Department 
of Illinois, in which the author says: 

“It was indeed a satisfaction to visit room after room, 
and not see any plaster off.” . 

Cement dado is not hard to make, and it makes an 
excellent wainscoting if applied by an experienced plas- 
terer. Good results depend on the care and experience 
of the journeymen, and users should follow the directions 
implicitly. 

The Keene cement must be applied in a very thin coat 
which should be thoroughly trowelled and worked into 
the surface of the Portland cement base, and only the 
very best of ingredients should be used. With these pre- 
cautions borne in mind, the plasterer should have no 
difficulty in following these directions: 

A very firm backing is required—a solid brick or terra 
cotta partition, not wire lathing or anything of that sort. 
This wall must be thoroughly wet before the first coat 
is applied. It should be thoroughly soaked at about half- 
hour intervals on the day before the mortar is put on, 
either with a hose or with water applied with a brush or 
a pump. 

The cement is applied in three coats—the scratch coat, 
the “brown” coat, and the skim coat. The scratch coat 
consists of not more than two pails of lime to every 
barrel of Portland cement, and a small amount of clean, 
sharp sand. In applying this coat, bear in mind the pre- 
caution about thorough trowelling. 

The “brown” coat, which is applied within two or three 
days of the first coat, consists of equal parts of Portland 
cement and sand, which is mixed in small quantities just 
before the coat is put on. The “brown” coat can be put 
on within two or three days of the first coat. 

The skim coat is made of the three casks of Keene’s 
cement to one cask of Portland. In applying this coat, 
the following points should be observed: no cement should 
be applied to the wall except that which has been mixed 
immediately before using; only a small amount should be 
mixed at a time; it should be thoroughly mixed dry so 
as to obtain a uniform color before it is wet; a very little 
should be wet up at a time and applied so as to get the 
first set; it should be worked with a trowel and brush and 
plenty of water until it is perfectly hard and smooth- 
trowelled. The skim coat should be-one-quarter inch thick. 

There are a number of different makes of Keene’s 
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cement, both in this country and Europe, and in some 
cases their specifications differ slightly from those given 
above. In those cases it is best, of course, to follow the di- 
rections of the manufacturer whose cement you are using. 


Country Branches for City Hospitals 
To the Editor of THe Mopern Hospitav: 

Should city hospitals have country branches? A city 
hospital caring for 400 acutely sick patients has been 
urged to establish a country branch. Is this desirable, 
and if so, on what grounds? 

SUPERINTENDENT OF CITY HOSPITAL 

The ordinary hospital ward, occupied mainly by patients 
acutely ill, is an undesirable place of residence for any- 
body except one who is in need of medical supervision and 
nursing care, and who cannot otherwise obtain such care. 
Justification for the prevailing type of ward is found in 
the limited resources of hospitals, coupled with the neces- 
sity of caring for large numbers of patients. A better or 
more highly individualized system of housing the sick 
would be relatively costly. We therefore build hospital 
wards, and exert ourselves to overcome, as far as possible, 
the dangers of infection and of vitiated air. But no 
healthy person would choose a large hospital ward as 
a sleeping room; and no convalescent, able to be out of 
bed, should be kept in such a ward during the day, or 
compelled to sleep there surrounded by acutely sick people 
at night. 

In a city hospital caring for 400 patients, a census of 
convalescents (that is, of patients no longer needing con- 
finement in bed) would show that there is an average of 
from 60 to 120 such patients in the wards at all times. 
These, for the most part, are patients recovering from 
surgical operations, who are in need of surgical dressings, 
and who, for this reason, cannot be dismissed from super- 
vision. 

Actual experience in London, where many hospitals 
have convalescent annexes in the country, has shown that 
when patients are removed from city wards to more whole- 
some country surroundings, wounds heal more quickly, 
and the recovery of bodily and mental tone is hastened. 

The cost of caring for individual convalescents in a 
country branch hospital would be less than the per capita 
per diem cost in the parent hospital. A given period of 
treatment, divided between part-time in the city hospital 
and part-time in the country branch, would cost somewhat 
less than the same period of treatment in the city hospital 
alone. The country branch hospital, therefore, may be 
described as a means of obtaining better therapeutic re- 
sults, in equal periods of treatment, at less cost; or it 
would produce still better therapeutic results in slightly 
prolonged periods of treatment at the same cost per pa- 
tient. 

Independent convalescent hospitals do not, as a rule, 
undertake to care for patients during the earlier stages 
of convalescence, when medical supervision and surgical 
care continue to be necessary. 

S. S. GOLDWATER. 


Make Use of Newspaper Publicity 

Advertising is said to pay; why should it not pay for 
the hospital? The hospital can get some very good ad- 
vertising at practically no expense in seeing that the local 
newspapers and magazines have stories of general inter- 
est to the public. The superintendent is always too busy 
to “nose out” such stories, and usually has no particular 
ability as’ a publicity agent anyway. Why not develop a 


good newspaper correspondent among your office force 
for this purpose? 
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In Our Reconstruction Hospitals 
These pictures, reprinted here through the courtesy of Carry On, tell 
plainer than words what is being done for our disabled soldiers and 
sailors in the many reconstruction hospitals all over the country. 
Cage ball for the men with “invisible wounds”—heart action that 


needs strengthening in 
this case—and practical 
training in mechanical 
drawing are among the 
many methods used to 
put our injured men back 
on their feet physically 
and mentally. These men 
playing ball at Lake- 
wood, N. J., and absorbed 
in the class in mechan- 
ical drawing in the Let- 
terman General Hos- 
pital, San Francisco, 
seem to find the work of 
rehabilitation pleasant 
as well as profitable and 
necessary. The San 
Francisco hospital offers 
its soldier- patients a 
wide range of curative 
and prevocational work. 
“An ear for an eye” 
might be the watchword 
of the blind man who is 
learning piano tuning. 
This trade requires some 
mechanical ability, but is 








Fig. 4. 





1. Cage ball for weak hearts. 























Fig. 3. Both instructor and pupil are blind but the work goes well 








In the tailor shop. 


for all that. 








Fig. 2.. Mechanical drawing will be their 
means of livelihood. 


not difficult to learn for 
the man who has a good 
ear. Men who were tail- 
ors before the war are 
teaching others who 
want to learn this trade 
at Lakewood where 
there is a tailor shop in 
which the returned sol- 
diers do the fitting and 
pressing for the post 
while they are perfect- 
ing themselves in their 
new trade. Bedside car- 
tooning is one profitable 
diversion which passes 
the time for the patients 
in the wards at Lake- 
wood. One soldier is 
seen teaching another 
the foundations of the 
art. 

“Not an appeal for 
for charity,” says the 
Government on the cover 
of the pamphlet, “What 
the Employers of Amer- 
ica Can Do for the Dis- 


abled Soldiers and Sailors,” and it is work like this which 
is the basis of the new attitude toward our veterans. 














Fig. 5. Bedside cartooning. 
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OCCUPATIONAL THERAPY, 
VOCATIONAL RE-EDUCATION 


AND 
INDUSTRIAL REHABILITATION 





Conducted by DOUGLAS C. McMURTRIE, Director Red Cross Institute for 
Crippled and Disabled Men and ELIZABETH G. UPHAM, Advisor 
in Occupational Therapy, Milwaukee-Downer College. 


DIAMOND-CUTTING FOR DISABLED SOLDIERS* 
4n Interesting and Remunerative Occupation Carried On 
Under Best Hygienic Conditions—Convincing 
Testimonials from Workers—Steps 
In the Process 


Early in the war Mr. Bernard Oppenheimer, the well- 
known diamond merchant, who had fought in the ranks 
during the South African war, conceived the idea of bring- 
ing back to this country an industry which for many years 
had been carried on principally in Holland and Belgium. 
He determined, if possible, to make it the means of em- 
ployment to thousands of disabled soldiers and sailors. 

With this idea he acquired a large tract of land in the 
Lewes-road, Brighton, and set about erecting a building 
which would be suitable for the carrying on of that in- 
dustry, namely, the cutting and polishing of diamonds. 
The building having been erected, Mr. Oppenheimer was 
fortunate enough to find in Dr. Beckit Burnie, the prin- 
cipal of the Brighton Technical Schools, a gentleman who 
was eminently qualified to become its manager, and the 
Ministry of Pensions, having examined the scheme and 
given it its cordial approval, sent down a certain number 
of disabled soldiers, who at once commenced their train- 
ing under the experts and foreman supplied by Mr. Op- 
penheimer. 

It was in August, 1917, that a commencement was made 
with ten men. So successful was the experiment that a 
further area of land was acquired, and a range of build- 
ings erected in which employment might be given to at 
least two thousand men. Every floor of these buildings 
consists of one long and lofty room, with a glass frontage, 
as the maximum of light is essential to the industry. Over 
four hundred disabled soldiers are now engaged in dia- 
mond cutting and polishing at the Brighton works, and 
the buildings now erected or in course of erection will 
accommodate a thousand more. 

The industry is especially adapted for disabled men, 
and more particularly for the man who has lost a leg and 
finds it difficult to stand for any length of time without 
a sense of weariness, and often one of pain. It is a sit- 
ting occupation, one which is carried on in a bright and 
healthful environment, and it has this additional advantage 
—that the workman can perform his task effectively while 
enjoying the solace of tobacco. 

The cutting and polishing of diamonds is not only an 
interesting occupation, but is one which is carried on un- 
der the best hygienic conditions. It is an occupation which 
compares favorably in the important matter of pecuniary 


*Extracts from an article by George R. Sims in the Daily Telegraph, 
London, December 4, 1918. 
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reward with most of the trades recommended for disabled 
men. During the period of training, which is from four to 
six months, the wages paid are $6.87, but to every man 
engaged a minimum wage is guaranteed of $10 a week. 
The average wage now being paid to the men is $15 a 
week, and the experienced worker who shows diligence 
and ability may rise rapidly to $20 a week. 

I turn from the economic figures to the human ones and 
mingle with the men who are sitting at their work with 
the sunshine of a Brighton November morning streaming 
in upon them. They lay aside their cigarettes, but not 
their work, to talk to me. Here is a disabled soldier 
handling a forty-carat diamond and surveying it with 
the eye of an expert before operating upon it. At $500 
a carat this diamond is worth $20,000, and with skillful 
cutting it will be worth a great deal more. This man has 
come from the dragoons to the diamonds. He was a dra- 
goon before the war. He was wounded and permanently 
disabled in the first battle of Ypres. It was while at Roe- 
hampton, being fitted with an artificial leg, that he heard 
of the diamond cutting. Before the war his pay was 25 
cents a day; during the war it was 36 cents, and, now that 
he has lost his leg and can not go back to the profession of 
arms, his pay is $15 a week. 

Here is another disabled soldier. In 1915 he was in a 
sale-room in London. Then he joined up, was wounded 
on the Somme, and lost a leg. He can not go back to 
his old work. His disablement prevents it. He was earn- 
ing $10 a week before the war. When he went to the 
Ministry of Pensions for information as to where he was 
likely to get employment, he was recommended to apply 
to the manager of the Oppenheimer Works. He did so, 
and he is now earning $15 a week; and probably before 
the end of the year he will be earning $20. 

Sitting next to him is a disabled soldier, who tells me 
that before the war he was a coal miner, but he prefers 
his present occupation. “In the old days I used to stand 
and sweat, sir. Now I sit and smile.” He prefers the 
white diamonds to the black ones. 

Another disabled soldier who is cutting a diamond tells 
me that he was a land surveyor when he joined up. He 
was disabled in August, 1915. He lost a leg, and when he 
was discharged that effectually prevented him from going 
about to survey land. All he could do was to survey the 
situation. He was at a loose end when he heard from the 
information bureau at Roehampton of a trade that would 
give him a living. He came to the Oppenheimer Works, 
has now learned a trade which will last him his life, and 
he tells me with a smile that, although he has lost a leg, 
he has fallen on his feet. 

There are three processes in the conversion of a rough 
stone into flashing brilliance. The first one consists in 
cleaning the coarse stone of defective parts and splitting 
off the flaws. The second is the cutting, which gives the 
stone its form and in a rough way the number of faces 
which it shall have. Finally, there is the polishing, which 
gives to these faces their clearness and brilliancy. 

The sawyer, when he finds a flaw, commences his work 
by inserting the diamond into a fusible cement which 
hardens as soon as it is cold and supports the stone. The 
cement is lodged in a kind of cup at the extremity of a 
solid handle, which the workman holds in one hand. He 
then takes in the other hand a second instrument fur- 
nished with a diamond recently cut, the edge of which pro- 
jects sharply outside. Supporting the two tools on the 
border of the box placed before him on the table, he com- 
municates to them a see-saw motion, rubbing on one of 
the stones the sharp end of the other. He then introduces 


a sharp blade, which he strikes lightly in order to separate 
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the two pieces. Sometimes diamonds are sawn with a 
finely-tempered bow-saw moistened with olive oil and 
sprinkled with diamond dust. 

The cutter uses somewhat similar instruments to the 
sawyer. He only forms about one-half of the faces, leav- 
ing it to the polisher to form the remainder. 

The box over which the sawyer works is provided with 
a double bottom, the first of which is pierced with holes 
like a sieve. The powder of the diamond resulting from 
the rubbing falls into the second compartment, and the 
larger fragments rest on the sieve, where they can be 
easily collected in order to be cut again. The clips alone 
from one large diamond which was cut at the Amsterdam 
mills are said to have been worth $40,000. 

Diamonds are polished on an iron plate rotating rapidly 
and impregnated with diamond dust and oil. The diamond 
that is to be polished is set in an alloy of lead and tin, 
which is given the form of a cone, of which the stone 
occupies the summit. The operation either for large or 
small stones is about the same. The worker may some- 
times be able to polish several stones at the same time. 
The operation takes a long time and requires the exercise 
of extreme patience, but the result is certainly in every 
sense of the word a “brilliant” one. 

From the beginning to the end everything depends upon 
the skill with which the diamond workers exercise their 
art. And all these skilled processes are now carried on at 
the Brighton works by disabled soldiers who before the 
war had not even a nodding acquaintance with precious 


stones. 
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GOVERNMENT PLANS FOR DISABLED MEN 


These Include Treatment, Artificial Limbs, Training, 
Financial Assistance, and a Job—Army, Navy, War 
Risk Insurance Bureau, United States Employ- 
ment Service, Federal Board for Vocational 
Education, and Red Cross Are the 
Agencies Involved 


There has been issued for general distribution, by the 
Red Cross Institute for Crippled and Disabled Men, a 
statement on the provision being made by the various gov- 
ernment departments for the returning disabled soldier 
or sailor. It appears as a small folder and also as a 
poster for display on bulletin boards, in windows, etc. 

The statement is addressed as much to the public as to 
the ex-service men themselves, for it has been found in 
the experience of the allied nations that public understand- 
ing and appreciation is essential to the success of any 
government program aimed at the restoration of the 
injured to self-support. 

The statement, entitled “Facts of Interest to the Dis- 
abled Soldier and Sailor,” has been approved as to ac- 
curacy by the various government departments concerned. 
The text follows: 

The military and naval authorities will provide him, 
not only with ordinary medical care, but also with special 
treatment to put him in the best condition possible to 
return to work. 

While he is under treatment in reconstruction hospitals 
maintained by the surgeon-general, United States Army, 
and the surgeon-general, United States Navy, he will be 
offered educational advantages, which will promote his re- 
covery, put his time to good use, and improve his chances 
for the future. 

If he has lost an arm or a leg, a temporary artificial 
limb will be furnished him at as early a date as possible, 
while he is still in the hospital. Later a permanent arti- 


ficial limb of the most modern type will be provided by 
It will be kept in 


the Bureau of War Risk Insurance. 


THE MODERN HOSPITAL 


repair and replaced when worn out, as long as he lives, 
at government expense. 

After completion of treatment and discharge from the 
army or navy, if he remains permanently disabled, the 
Bureau of War Risk Insurance will pay him until the 
end of his life a disability compensation, which is intended 
as an aid in working out his future plans. 

This compensation for disability is paid whether or not 
he has taken out a policy of war risk insurance. 

After discharge from the service, if he is disabled to 
any considerable degree—so as to be entitled to compen- 
sation for disability—he is offered training for a skilled 
job in which his injury will not prevent his earning good 
wages. Experience of our allies has shown this to be 
entirely practicable. 

Compensation for permanent disability will not be re- 
duced or in any way be affected by what he may be able 
to earn. It is determined by his physical injury alone. 
He may have earned before enlistment $20 a week and be 
able after disability, by reason of having taken a course 
of training, to earn $40 a week, yet his compensatien will 
be paid him just the same. 

Training after discharge will be provided him at gov- 
ernment expense by the Federal Board for Vocational 
Education, charged by Congress with the responsibility 
of restoring him to self-support. 

During the course of training, in order that he may 
have no financial worries, he will receive either the same 
pay as during his last month in the service or his com- 
pensation for disability, whichever is larger. His family 
will continue to receive the same allotment and allowances 
as when he was in the service. 

It is greatly to his advantage to avail himself of all 
opportunities of training, either before or after discharge. 
While it may be easy now for even a disabled man to get 
a well-paid but temporary job, the labor situation will 
be different in the years after the war when normal 
conditions return. If he wants to be independent and 
self-supporting in the future he must prepare now so 
that later on he will be a skilled worker and his services 
will be in demand. 

When training is completed the government will find 
for him a desirable job. This service will be performed 
for him by the Federal Board for Vocational Education 
in cooperation with the United States Employment Service. 

During the period of training and after, the American 
Red Cross, through its home service sections, will look 
after the needs of his family, and advise on any points 
in connection with which it can be helpful. 

After he returns home and enters on employment the 
home service section of the American Red Cross will 
stand by as a big brother to help in any possible way 
to make successful his change from the world of the 
soldier back to the world of industry and commerce. In 
all this work the Red Cross recognizes the leadership of 
the government. 

Employers are giving careful thought to the selection 
of jobs in which his services can be used to the best ad- 
vantage—in which he can be paid good wages and earn 
them. The employers realize that what he wants is not 
charity, but the opportunity of self-support. 

Labor unions are giving thought to the ways in which 
disabled men may best be replaced in their trades, and 
are prepared to assist the readjustment to the greatest 
possible degree. 

The people of the United States are resolved that he 
shall have every advantage within their resource and 
every chance to make good and get back on his feet. 

America is looking to her men, disabled in the splendid 
job overseas, to “carry on” after their return home, to 
continue into civilian life the standards of self-respect, 
honor, and courage of the A. E. F. She is looking to her 
disabled men to rank among the most useful and respected 
members of the community. 


A friend comes as an ambassador from the heavens, 
bearing certain gifts of character or of service. Expect 
not all gifts by the hands of one ambassador, but receive 
gratefully whatsoever is brought to thee. Flout not the 
King’s gifts because they are not other or more. If thou 
hast need of other gifts they will come in due season. 
Count what thy friend is to thee, and say naught of what 
he is not. 
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Conducted by ANNIE W. GOODRICH, Dean Army School of Nursing 
and CAROLYN E. GRAY, Principal City Hospital School of 
Nursing, Blackwell's Island, New York. 


Please address items of news and inquiries regarding Department of 
Nursing to CAROLYN E. GRAY, R.N., Principal, City Hospital School 
of Nursing, Blackwells Island New York. 


A SQUARE DEAL FOR THE PUPIL NURSE 


Three Reasons Given for Failure of Nurses to Win 
Shorter Hours—Tradition, Fear, and Expense— 
Public Opinion Will Force a Reform If It 

* Does Not Come from Within 
By CAROLYN E. GRAY, R.N., Principal, City Hospital Sehool of 
Nursing, Blackwells Island, New York 

The war is over, but coupled with the enormous sense 
of relief and satisfaction that accompanies this thought 
there is a keen realization that the reconstruction problems 
facing nursing schools are numerous and difficult. 

There is no denying the awakened interest and unrest 
existing in our schools. The appeal of our Government 
for nurses, and the splendid response to that appeal, plus 
the publicity work of the nursing committee of the 
Council of National Defense, has stimulated many intelli- 
gent women to think of nursing as a field for education 
and future work. One of the inevitable results of this 
awakened interest has been to show up the weak places 
in our system; we have been favored with much wholesome 
criticism, which it would seem the part of wisdom to meet 
frankly and disarm, either by showing it is not deserved, 
or by changing the conditions which justify it. Out of 
this mass of criticism it is easy to select one condition 
which all critics attack most vigorously. I refer to the 
hours of work exacted of our pupil nurses. Just here it 
may be well to consider that the provision of proper care 
for the sick in our hospitals means continual care for 
twenty-four hours of every day, for seven days of every 
week, and for fifty-two weeks of every year. The easiest 
solution of this problem is to have two groups of workers, 
each covering a period of twelve-hour duty. As the 
easiest solution of any problem is the one most commonly 
accepted, this twelve-hour duty, modified by various con- 
cessions in the way of “hours off duty,” is the one in 
vogue in an overwhelming majority of our nursing schools. 
It is true that some schools have been much more generous 
in their arrangements for hours off duty than other 
schools, but it is equally true that “hours off duty” refer 
almost invariably to day duty and not to night duty. In 
consequence an enormous number of schools are exacting 
eighty-four hours per week of night duty from pupils 
who are required to attend classes, prepare lessons and 
pass examinations! The system of twelve-hour duty has 
persisted despite the fact that for more than twenty-five 
years nurses, both individually and through their organi- 
zations, have agitated and worked for the adoption of 
shorter hours. It would seem that our efforts have been 


only half-hearted because one year ago just ten nursing 


schools in al] the United States exclusive of California 
(where the hours are regulated by law) reported a system 
of eight-hour duty. Ten schools out of a total of 1,570! 

Surely this should prompt us to analyze the reasons for 
our failure, and they appear to group themselves under 
three main headings: 

1. Tradition—Those who are familiar with hospitals 
and nursing schools know that the strongest deterrent to 
progress is found in tradition, and one of our most per- 
nicious traditions has been that nurses should work until 
they drop, and then get up and work some more, and 
that to do anything less is unprofessional! Add to this, 
the attitude which accepts hard conditions as inevitable, 
and feels that to complain of them is disloyal, and you 
have a bulwark which has served well to justify and 
perpetuate a system that secures a maximum amount 
of work from a minimum number of pupils. This tradi- 
tion, like many others, does not stand exposure to the 
limelight of public criticism. In an effort to bring the 
advantages of nursing education (and they are numerous) 
to a wider public, I have talked with alumnae members, 
with high school pupils, with mothers, with teachers, and 
club women. Invariably the long hours are attacked and 
tradition doesn’t help one to defend them. 

2. Fear.—Many superintendents who honestly believe 
in a system of shorter hours and who have willingly con- 
ceded them to other groups of workers in hospitals are 
afraid to extend this ruling to the pupil nurses, because 
of the shortage of applicants. They argue that “they 
can not shorten the hours, because it will take more 
pupils and they can not get enough pupils even now.” 
What they fail to see is the viciousness of the circle; 
they can not shorten the hours because they can not get 
enough pupils and they can not get enough pupils be- 
cause they do not shorten the hours. It is well known 
that the hospitals which maintain nursing schools of high 
standards have no shortage of applicants. The Army 
School of Nursing, which was organized to meet the need 
of the Government for a large nursing body, to be pro- 
vided in the shortest possible space of time, startled us 
all by announcing an eight-hour day for its pupils. Here, 
if anywhere, one might suppose long hours would have 
been justifiable, and would have been supported by public 
opinion. But the Government has stood for a shortened 
working day, not only for its employees, but through 
President Wilson’s championship, for labor at large. 
Could it do less for pupil nurses? It seems only reasonable 
to think that the shorter hours influenced to some extent 
the enormous response of applicants to this Army school. 
It seems equally reasonable that if all groups of people 
to whom the nursing appeal is directed attack the system 
of hours, our fear should be to maintain such a system 
in the face of general criticism, and our aim should be to 
meet the criticism by as prompt concessions as are pos- 
sible without hardship to our patients. 

3. Expense.—Almost all hospitals face a deficit at the 
end of each year, and the problem of introducing any 
change which involves additional expense is one that calls 
for very careful planning on the part of those entrusted 
with hospital funds. It is true that shortening the hours 
of duty will necessitate an increase in the number of 
pupils, though this increase will probably not be so great 
as may appear at first sight. We have learned that in other 
lines of work, shorter hours have increased the amount 
of work, improved its quality, and lessened the time lost 
because of illness. No amount of foresight or careful 
planning will entirely eliminate such unusuai demands as 
the recent epidemic made upon nurses. One questions 





ow - — 








142 THE MODERN HOSPITAL 


whether nurses as a class would not have stood the strain 
of this emergency better and whether the serious illness 
and loss of life would not have been less if long hours of 
duty had not added the big factor of fatigue to their other 
handicaps. 

It is inevitable that an increase in the number of 
pupils will increase the expense of maintaining a school 
but the question is not alone, “Can we afford to do it?” 
It also resolves itself into, “Can we afford not to do it? 
Can we afford to go on ignoring a just cause for criticism? 
Can we afford to lose the intelligent young women who 
would enter our schools if the hours were made shorter? 
Can we afford to go on, as one health commissioner pub- 
licly stated a few weeks ago, ‘working pupil nurses such 
long hours that they are more susceptible to certain 
forms of disease than other workers?’ Can we afford to 
ignore the lessons of the epidemic? Can any one hos- 
pital afford to ignore this question when it is inevitable 
that some at least will hearken to it, will shorten their 
hours, and will just as inevitably increase their number 
of applicants? Can we afford to train pupils in an 
atmosphere that savors of exploitation, and then elevate 
our virtuous eyebrows in surprise when a small number of 
graduates take advantage of such an unusual opportunity 
as the epidemic offered to exploit the public?” 

Two months ago this magazine called for data from in- 
stitutions in which the eight-hour day has been introduced. 
So far as one can judge, responses have not been forth- 
coming. And yet this problem has been the subject of 
much heated discussion, particularly during the past 
year. Moreover, one finds great unanimity of opinion 
regarding the desirability and justice of this measure. 
Why are we so slow about translating our beliefs into 
action? Would it not be well for the officials of each and 
every institution which depends upon a nursing school to 
analyze the motives which are holding them back? If 
these motives group themselves—as we believe they will— 
under our headings of tradition, fear, or expense, are 
they worth the ever increasing criticism of a thoughtful 
and awakened public? Are nursing schools to be the 
last to fall in line and adopt this reform? Will it come 
from within our ranks, or be forced upon us by an aroused 
public opinion which will not see pupil nurses worked for 
longer hours than the rank and file of laborers? 


*k * *k x 


Correlating Nursing and Medical Care 

The subject matter in Dr. Paul H. Ringer’s book, 
“Clinical Medicine for Nurses,” is carefully selected in 
regard to relative importance from the medical as well 
as from the nursing standpoint. The material is well 
organized, presented in a systematic, concise, and concrete 
manner, entirely within the range of the apperception 
of the average pupil nurse. 

Special emphasis is put on the observation of symptoms 
and detection of complications in the course of the various 
diseases. This, from the nursing standpoint, is extremely 
important and furnishes an excellent basis for close cor- 
relation of the nursing with medical care. 

A brief description of the most important anatomical 
and physiological facts is given at the beginning of each 
topic, which aids greatly in making clear the pathological 
and clinical picture of the different diseases discussed. 

The glossary at the end of the volume, containing a list 
of medical terms frequently used and very often mis- 
spelled, is exceedingly helpful. 

Clinical Medicine for Nurses. By Paul H. Ringer, M.D., 

Member of Staff of the Asheville Mission Hospital, 


Asheville, N. C. Illustrated. Cloth, pp. 269, $2.00 F. 
A. Davis Company, Philadelphia, 1918. 


Practical and Well Organized 

A well written book for classes in home nursing is the 
“Text Book of Home Nursing,” by Eveleen Harrison. 

The material is especially well organized and presented 
in a simple popular style, readily understood by groups 
of girls and women of varying educational and social 
advantages. 

The carefully worked out summaries at the end of 
each chapter aid greatly in emphasizing the important 
points. 

The practical suggestions throughout the book are good, 
but could have been made stronger by the support of 
definite scientific reasons. It would have added to the 
value of the book if the nursing procedures described had 
been accompanied by illustrations representing the differ- 
ent steps in the carrying out of the various treatments. 
The importance of the prevention of disease has been 
emphasized, but the specific sources and channels of infec- 
tion have not been stressed sufficiently. 


Text-Book of Home Nursing. By Eveleen Harrison, Sec- 
ond Edition. Cloth, pp. 187, $1.10. The Macmillan 
Company, New York, 1918. 


THIRD ANNUAL SESSION OF WEST VIRGINIA 
HOSPITAL ASSOCIATION ~ 


This Association Has Largest Official Representation of 
State Hospitals in the Union—Officers Elected 
for the Coming Year 


The third annual convention of the West Virginia Hos- 
pital Association met in Charleston, West Virginia, De- 
cember 30 and 31, and, upon adjourning, elected the fol- 
lowing officers for the coming year: President, Dr. J. A. 
Guthrie, Guthrie Hospital, Huntington; first vice-presi- 
dent, Dr. Charles F. Hicks, Emergency Hospital No. 1, 
Welch; second vice-president, Dr. S. B. Lawson, Logan; 
third vice-president, Miss Noel, Princeton; secretary-treas- 
urer, Miss Knight, superintendent Chesapeake and Ohio 
Hospital, Huntington. 

The executive committee consists of Dr. J. A. Guthrie, 
Huntington; Dr. W. A. McMillan, Charleston; Dr. C. A. 
Wingerter, Wheeling, and Dr. P. O. Clark, Wheeling. Dr. 
H. H. Farley, Logan, is chairman of the membership and 
auditing committee, and the legislative committee is made 
up of Dr. George A. MacQueen, Charleston; Dr. W. A. 
MeMillan, Charleston, and W. C. Lyon, superintendent of 
the Sheltering Arms Hospital, Hansford. 

The time and place for the next annual meeting of the 
association is to be determined by the executive commit- 
tee. 

Before adjourning the association accepted the invita- 
tion of Dr. H. J. Moss, superintendent of the Hebrew 
Hospital, Baltimore, to join with Delaware, Maryland, 
Virginia, and the District of Columbia in the formation 
of an interstate association. 

The association has an official representation of forty- 
three of the fifty-two hospitals in the state, which is the 
largest percentage of any state in the United States. 


Establishment of a Station for Heliotherapy in the Dini 
Villa, Naples 

The magnificent Dini Villa on the famous Posilipo hill 
at Naples has been requisitioned by the state for the es- 
tablishment of a hospital for abandoned children who need 
special treatment. These wandering children have be- 
come very numerous during this terrible war. The insti- 
tution bears the name “For the Children of Italy.” The 
hospital has room for 100 patients, and the state has fur- 
nished ample means for carrying on the work. 
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Conducted by MICHAEL M. DAVIS, Jr. 
Director of the Boston Dispensary. 


Please address items of news and inquiries regarding Dispensary and 
Out-Patient Work to the editor of this department, 25 Bennett street, 


Boston, Mass. 


KEEPING UP THE FIGHT 
Detailed Account of the Curative, Educational and 
Repressive Measures Which the United States 
Public Health Service Has Taken 
Against Venereal Disease 
By C. C. PIERCE, M.D., Assistant Surgeon-General United States 
Public Health Service 

Based on the authority of the Chamberlain-Kahn bill, 
described in the main section of this magazine, page 95, 
the United States Public Health Service has developed 
an extensive program of attack upon venereal disease. 

Immediately following the declaration of war, the task 
of sanitating the area surrounding the military camps 
was put upon the Public Health Service. It was soon 
evident that the most important problem was to protect 
the military forces from venereal disease. To that end 
clinics were established by the service in cooperation 
with the Red Cross. 

The patients treated at these clinics may be classed 
as voluntary and involuntary. In addition to those who 
came of their own volition, in response to advertisements, 
information obtained from friends, and other sources, 
numbers were brought to the clinic by the local and mili- 
tary police and the law enforcement division of the Com- 
mission on Training Camp Activities. The systematic 
examination of food handlers, barbers, manicurists, etc., 
was a prolific source of clinical material. 

The provision of suitable quarters for infected persons 
detained for treatment was one of the greatest difficulties 
the service had to meet, and although there were general 
hospitals in nearly every one of the zones, these patients 
were herded in barns, almshouses and jails, where the 
lack of facilities, proper food, adequate nursing, etc., not 
only made the treatment of the cases extremely difficult 
and unpleasant, but had a decidedly degrading effect upon 
the patients. 

Wherever possible, detention hospitals were improvised 
by the service with the aid of the Red Cross or local 
agencies. Primitive as these were, these detention hos- 
pitals have definitely proved what all public health men 
and women have long known but have never had the 
opportunity to demonstrate, that venereal diseases can 
be cured in a very much shorter time if the proper hospital 
treatment is given them. 

There is no doubt but that the isolation of carriers 
limited the spread of venereal disease among the soldiers. 

A system of follow-up and social service was carried 
on from the clinics and the detention hospitals with very 
good results. This work was very much handicapped, 
however, by lack of trained personnel. Hospital training 
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schools for nurses have as persistently neglected to train 
their nurses with regard to the social aspects of venereal 
disease as the hospitals have neglected to extend treat- 
ment to the diseases themselves. 

In addition to the “United States Government Clinics,” 
as the clinics in the zones were called, there were estab- 
lished throughout the country many clinics. Some were 
new, some old genito-urinary and dermatological clinics 
attached to hospital dispensaries or medical schools 
which were brought up to date. Others were city dis- 
pensaries or out-patient services of state boards of health. 
Various arrangements were made depending upon local 
conditions and local resources. For the most part these 
projects were financed by the Chamberlain-Kahn Fund. 

The educational work as carried on by the division has 
been enormous and gratifying. The following, an excerpt 
from a report of the division to the surgeon-general gives 
an idea of the kind and extent of work done: 

Educational Activities—The work of preparing mate- 
rials, establishing contacts, and developing methods in 
educational work has been almost finished during the fiscal 
month. The following pamphlets have been published in 
addition to those issued previously: (3) “Fit to Fight”; 
(4) “Keep Them Ft”; (6) “Man Power”; (11) “Venereal 
Disease a Public Health Problem for Civilian Communi- 
ties”; (23) “When They Come Home”; (24) “War on 
Venereal Disease to Continue”; (25) “The Appeal to 
Advertising Media”; (26) “Shall We Finish the Fight?”; 
(27) “Venereal Disease and the War.” Two exhibits, 
one for the general public and one for young men and 
boys, are almost ready for the printer. Orders have been 
placed for 125,000 venereal disease placards, most of which 
are to be used in railroad stations and coaches. 

Suppression of Venereal Disease Nostrums.—Letters 
have been mailed to forty-eight thousand five hundred 
drug stores requesting them to stop selling venereal dis- 
ease nostrums. (Since November 15, about thirteen thou- 
sand pledge cards promising their cooperation have been 
received from druggists, signed.) Letters have also been 
sent to twenty-five thousand newspapers and other pub- 
lications, asking them to cooperate by refusing the adver- 
tisements of quack doctors and sex nostrums. 

Health Campaign Among High Schools.—Forty state 
secretaries of the Y. M. C. A. have definitely agreed to 
furnish their best men for systematic work in reaching 
the high schools in their various states with a health 
exhibit for boys in which facts of venereal disease and 
sex hygiene are incidentally referred to. This will be 
done under the supervision of the various state boards of 
health. 

Library Cooperation.—Educational material has been 
mailed to sixty-five hundred libraries, and at the end of 
the fiscal month replies were coming in at a very en- 
couraging rate. These libraries indicate a live interest in 
the problem, and a desire to cooperate in providing the 
best books for parents. 

Health Sunday.—In conference with representatives of 
the national organizations of the Protestant and Catholic 
churches, it has been decided to hold a Health Sunday 
on January 19, 1919. All ministers of the United States 
will be asked to enlist the support of their congregations 
in the fight being carried on against venereal diseases. 
Material is being prepared for them now. 

Conferences of Educators.—During the fiscal month the 
following conferences for educators have been definitely 
scheduled: at the University of Pennsylvania, November 
22-23; at Yale University, December 6-7; at Newark, N. J., 
December 13-14. 

Industrial Educational Work.—One officer of the Divi- 
sion of Venereal Diseases has spent full time during the 
month in the office of the Commission on Training Camp 
Activities in New York City, familiarizing himself with 
educational work among industries, and in arranging de- 
tails for the transfer of the work to the Public Health 
Service. 

Educational Work Among Draftees.—During the month 
a corps of nine special field men were sent into various 
states to give general direction to lecture work among 
drafted men, and to the distribution of a pamphlet, “Come 
Clean,” prepared especially for these men. Unfortunately, 
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the influenza epidemic was at its height in most parts of 
the country at just the time when this lecture was to 
begin, and the results were greatly interfered with 
thereby. Pamphlets were distributed by the state adjutant 
generals to local draft boards as follows: 

CO ee 10,574 Michigan ...... 90,223 South Dakota.. 15,649 


Arkansas ...... 38,714 Minnesota ..... 57,259 Tennessee .... 51,522 
ES 22,212 Montana....... De. MD caccoccs 105,518 
0 ee 11,6384 Nevada ........ Be BPD cccovceve 10,645 
DE scenesnee 170,426 New Mexico ... 8,665 Virginia ...... 50,211 
a 70,170 New York...... 271,409 Wyoming .... 6,861 
Louisiana ...... 41,826 Oklahoma ..... 47,629 


Reports from other states which have actually dis- 
tributed the circulars will be received later. 

On October 26, the following states had ey | or- 
ganized lecture work for the men of the new draft: 
Alabama, Arizona, Arkansas, California, Colorado, Con- 
necticut, Delaware, Georgia, Idaho, Illinois, Iowa, Kansas, 
Kentucky, Louisiana, Maryland, Indiana, Massachusetts, 
Michigan, Montana, Nebraska, Nevada, New Jersey, New 
York, Ohio, Oregon, Rhode Island, Texas, Utah, Virginia, 
Washington, West Virginia, Wyoming. 

Reports of attendance will follow. 

Lectures Before Conventions and Various Organiza- 
tions.—Eighteen such lectures were arranged. 

Publicity Work.—Arrangements have been completed 
for the publication of a half-page and quarter-page article 
through boiler-plate service. Weekly news service sheets 
have been arranged for, which will be printed and dis- 
tributed beginning November 20. Multigraph releases are 
also being frequently sent to a list of two thousand news- 
papers. Receipt of clippings indicates that this material 
is being used. 


BOOKS RECEIVED FOR REVIEW 


Personal Hygiene and Home Nursing. A Practical Text 
for Girls and Women for Home and School Use. By 
Louisa C. Lippitt, R.N., Assistant Professor of Correc- 
tion Exercises, University of Wisconsin. Illustrated. 
Cloth, pp. 256, $1.28. World Book Company, Yonkers- 
on-Hudson, New York, 1918. 

Accidents and Emergencies, a Manual of the Treatment of 
Surgical and Medical Emergencies in the Absence of a 
Physician. By Charles W. Dulles, M.D., Fellow of the 
College of Surgeons of Philadelphia and of the Academy 
of Surgery, and Consulting Surgeon to the Rush Hos- 
pital. Cloth, pp. 153, 45 illustrations, $1. P. Blakiston’s 
Son & Co., Philadelphia, 1918. 

American Red Cross Abridged Textbook on First Aid, 
General Edition. By Colonel Charles Lynch, Medical 
Corps, United States Army. Paper, pp. 202, 41 illus- 
trations, 35 cents. P. Blakiston’s Son & Co., Philadel- 
phia, 1918. 

American Red Cross Abridged Textbook on First Aid, 
Women’s Edition. By Colonel Charles Lynch, Medical 
Corps, United States Army. Paper, pp. 190, 92 illus- 
trations, 35 cents. P. Blakiston’s Son & Co., Philadel- 
phia, 1918. 

American Red Cross Textbook on Home Hygiene and 
Care of the Sick. By Jane A. Delano, R.N., Chairman 
of the National Committee, Red Cross Nursing Service; 
Director Department of Nursing, American Red Cross; 
and late superintendent of the Nurse Corps, U.S.A. 
Paper, pp. 318, 34 illustrations, 60 cents. P. Blakiston’s 
Son & Co., Philadelphia, 1918. 

Information for the Tuberculous. By F. W. Wittich, A.M., 
M.D., Instructor in Medicine and Physician in Charge of 
Tuberculosis Dispensary in the University of Minnesota 
Medical School; Visiting Physician to University Hos- 
pital, Minneapolis. Cloth, pp. 144, $1. C. V. Mosby 
Co., St. Louis, 1918. 

Education and Occupation of Cripples, Juvenile and Adult. 
A Survey of all the Cripples of Cleveland, Ohio, in 1916. 
Edited by Douglas C. McMurtrie, Director Red Cross 
Institute for Crippled and Disabled Men, New York 
City. Paper, pp., 227, illustrated. The Red Cross In- 
stitute for Crippled and Disabled Men, 311 Fourth Ave., 
New York City, 1918. 


The maxims of wisdom are the pieces of glass in a 
kaleidoscope; they remain forever unchanged and in the 
same case; and every age shakes them into a new combina- 
tion of colors.—Bulwer-Lytton. 
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Conducted by BARROW B. LYONS 
Superintendent Delaware Hospital. Wilmington, Del. 


AN EXPERIMENT IN FAIR DEALING 
How the Delaware Hospital and Neighboring Employers 
Cooperate to Secure the Best Treatment for Injured 
Employees Where the Law Is Inadequate 
By a Local Correspondent of THE Mopern HospiTAv 

A very definite stand has been taken by the Delaware 
Hospital in regard to the payment of charges in cases 
of industrial injuries. The workingmen’s compensation 
law of Delaware allows a maximum of twenty-five dol- 
lars for the medical, nursing, and hospital care of em- 
ployees injured in the course of their employment. The 
responsibility for this payment rests with the employer 
who to protect himself insures in most cases with an 
insurance company which carries his risk. The insur- 
ance companies naturally take advantage of the law and 
no matter how long the patient may be in the hospital, 
nor how serious an operation may have been performed 
upon him, they pay no more than twenty-five dollars in 
any case. , 

This is manifestly not fair to the hospital for the charge 
of twenty-five dollars by no means covers the cost of 
treating the majority of accident cases. When the cost 
of caring for a patient is not paid to the hospital, some- 
one is the recipient of charity whether it be the employer, 
the employee, or the insurance company. One object of 
the workingmen’s compensation act is to relieve the em- 
ployee of the responsibility of shouldering the cost of 
paying for medical attention for injuries incurred during 
his hours of work, the theory of the law being that the 
industry should bear the burden of this expense. If the 
industry is adequately insured the insurance company 
should assume the responsibility. But that is beside the 
point—what interests the hospital is that it is not ade- 
quately provided for by the law. 

As a matter of fact Delaware manufacturers, construc- 
tion companies, and transportation corporations have on 
the whole acted very fairly and honorably in the matter 
by assuming the whole responsibility for the hospital 
charges of their injured employees sent to the hospital, 
and have paid the balance over what the insurance com- 
panies have allowed upon the hospital charges. These 
charges have been at the rate of two dollars a day for 
ward cases with an additional charge of five dollars for 
the use of the operating room. Additional charges are 
made for x-ray examinations, the hospital receiving 50 
percent of these charges and the roentgenologist the 
other 50 percent. 

This arrangement is based upon the principle that the 
hospital is not a party to any agreement between the em- 
ployer and employee or between the employer and an in- 
surance company. It is cooperating directly with the em- 
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ployer who sends his injured employee to the hospital. 
When the employer sends the injured person to the hos- 
pital for treatment and selects the Delaware Hospital to 
render the service, he expects to pay the full charge for 
the treatment on a cost basis. The hospital does not 
earn a profit. 

Table 1 shows what the Delaware Hospital received for 
the treatment of accident cases from industrial concerns 
for the first six months of 1918, and what it might have 
received if these concerns had not assumed full responsi- 
bility for the payment of their injured employees whom 
they sent to the hospital to be cared for. For the names 
of the concerns numbers have been substituted: 








TABLE 1. CHARGES ON INDUSTRIAL Cases CoLLEcTeED DurING First S1x 

MONTHS OF 1918 CoMPARED TO EMPLOYER’s LIABILITY TO WORKMEN. 
Days Charges Liability 

Concern Service Collected UnderLaw Difference 

1 $2,672.85 $ 704.60 $1,968.25 

824.2 297.50 526.70 

1,037.00 211.00 826.00 

91.75 67.00 24.75 

673.60 125.00 548.60 

77.50 51.50 26.00 

252.00 158.00 94.00 

312.55 62.00 250.55 

34.40 Sy 8 8=—Ssétw ne ees 

444.00 114.00 330.00 

18.00 a 060CtftséC ae 

6.00 — #8 xseeeae 

307.50 25.00 282.50 

2.00 ae” soacee 

20.00 e- 8§=§>s».»s- da eacaen 

6.00 ee.  edawas 

28.00 25.00 3.00 

82.00 25.00 57.00 

33.80 25.00 8.80 

26.00 25.00 1.00 

74.00 25.00 49.00 

I. ska ch a eeamknarad 3,187 $7,023.15 $2,027.00 $4,996.15 

PRO 60st. segenadciad 100% 28.9% 71.1% 


Table 1 shows that only 28.9 percent of the charges col- 
lected in the first six months of 1918 for the treatment of 
employees injured in the course of their duty was cov- 
ered by the workingmen’s compensation act of the state 
of Delaware. The balance, or 71.1 percent, was paid out 
of the pockets of manufacturers who did not wish to shirk 
their responsibility in the matter but desired to cooperate 
with the hospital in seeing that the best possible service 
was rendered their people. Some of these cases, however, 
were charged for at more than the ward rate since the 
patients were treated as “semi-private” patients. Thus, 
in a number of cases, the hospital charges exceeded the 
maximum amount allowed by the workingmen’s compensa- 
tion law even before the fourteen days’ limit for treat- 
ment had expired. For example, from concern No. 20, 
only one man was sent to the hospital. He was in the 
hospital for ten days, and the total charges amounted to 
twenty-six dollars. Actually, instead of providing for 
fourteen days’ medical service, as the compensation law 
was designed to do, less than ten days’ hospital services 
were provided for by the law with nothing in addition to 
pay a surgeon’s fee. 

Table 2 presents the service rendered by the hospital 
from a slightly different point of view. It shows that 
almost half of the cases of the injured employees sent 
to the hospital by industrial concerns remain in the hos- 
pital for more than fourteen days, the limit for which 
the workingmen’s compensation law provides for pay- 
ment. It also shows that the employer is not liable to the 
employee for the payment of 62 percent of the service 
rendered by the hospital, to say nothing of the payment 
of surgeon’s fees, which amount to considerable in this 
type of accident or injury. 

If the law was designed to protect the workingman from 
the need of receiving charity, it is evident that it would 
fall far short of succeeding if it were not for the fair- 
mindedness of most employers in and near Wilmington. 
Of course the insurance companies profit from this con- 
dition more than anyone else concerned. 
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TaBLe 2. LiasBiLity In Cases AND Days or Service or EMPLoYer’s 
UNDER WORKINGMEN’S COMPENSATION Act oF DELAWARE. 


-—Industrial Cases—, -—-Days of Service—, 

Bae 

. = & 

¢ gf 35 . oe 
Concern. a aw as be 5* : 
bs so 63. £e Ses 
3 “pe #85 Fob eo. 
5 fs S64 Hos woe 
Eidchbnaavascecusteansans 45 13 22 519 692 
cbs cen detonate es eae aed 23 16 7 160 206 
Dedsesneteancerecedensess 12 5 7 116 410 
Dekecndenndsatdeundeewe oe 6 5 1 30 26 
Di cdekenescéeeawerenaaees 5 1 4 66 193 
Dececccecenesovese seneens 5 4 1 26 7 
_ ee Oe ee ee 8 5 3 84 42 
Diteuekadiaehadeew ak ew heden 4 3 1 33 44 

ais aie wale Katee 2 2 0 8 

Pee cdudovnseeseneenuneanae 4 1 3 63 159 
SRekkdahs pkcesteetoeoneness 1 1 0 9 0 
Dec daséavesvadssesendadsane 1 1 0 3 0 
Dtstdnctenkadeedctdanne ae 1 0 1 14 164 
Bk sos66d006nsewes seeensas 1 1 0 1 0 
Re rere eres eee ee 1 1 0 10 0 
Dc taseen busddbensessau ene 1 1 0 3 0 
FP ee er ree 1 1 0 14 0 
PA cit dbeeiseetedeeen ean 1 0 1 14 11 
i di abee ceadeudhdnenweene 1 1 0 13 0 
— Serr eer eT Tee 1 1 0 10 0 
BRckvccssudeovrevenesnsnes 1 0 1 14 23 
EN Beira gd ariniaeee are 115 63 52 1,210 1,977 
PemOGMtOGGS 2c cccccscccvce 100% 54.8% 45.2% 38.0% 62.0% 


As yet, however, the surgeons have received no fee 
for the care of these patients except in such instances as 
special arrangements have been made by individual sur- 
geons with individual companies. In such cases the pa- 
tient becomes a private or semi-private patient, and the 
charge is made accordingly. 

This arrangement does not seem fair to the surgeon, 
and therefore the following resolutions were passed by 
the board of trustees of the Delaware Hospital last sum- 


Effective January 1, 1919 


SCHEDULE OF CHARGES 


ADOPTED BY THE DELAWARE HOSPITAL 
FOR THE TREATMENT OF INDUSTRIAL ACCIDENT CASES 


Bed, board and general nursing, per day in ward $2.00 
Operating room fee $5.00 
.-Ray examinations (see schedule on page 4) 
Laboratory examinations (see schedule on page 4 
SURGEON'S FEES 
IN ADDITION TO THE HOSPITAL CHARGES 
SPECIFIC INJURIES 
\ B ( Dp 





FRACTURES 


Upper arm 20.00 15.00 5.00 1.00 
lorearm—one bone (shaft) 15.00 10.00 5.00 1.00 
. both bones (shaft) 20.00 10.00 10.00 1.00 
- Colles’ 25.00 15.00 10.00 1.00 
Femur P 30.00 20.00 10.00 1.00 
Lower leg—one bone 20.00 10.00 10.00 1.00 
“ “ —hoth bones . 25.00 15.00 10.00 1.00 
Jaw 20.00 10.00 10.00 1.00 
Ribs—one or moge 10.00 5.00 5.00 1.00 
Patella....... 30.00 20.00 10.00 1.00 
Pubic bone 15.00 2.00 13.00 1.00 
Acetabulum peel 50.00 30.00 20.00 1.00 
Metatarsal or metacarpal 5.00 2.00 3.00 1.00 
Fingers—one or more 5.00 2.00 3.00 1.00 
Toes—one or more 10.00 5.00 5.00 1.00 
Coccyx 15.00 2.00 13.00 1.00 
Sacrum 15.00 2.00 13.00 1.00 
Sternum ° 10.00 5.00 5.00 1.00 
pine _ 30.00 10.00 20.00 1.00 
Lachrymal bone 10.00 5.00 5.00 1.00 
Malar bone 10.00 5.00 5.00 1.00 
Scapula 20.00 10.00 10.00 1.00 
Clavicle 15.00 5.00 10.00 1.00 
Nasal bones 10.00 5.00 5.00 1.00 
Compound fracture 25% extra 
Operation for wiring of bones or plating 50% extra 
SPRAINS 
Shoulder $5.00 $2.00 $3.00 $1.00 
E!how 5.00 2.00 3.00 1.00 
Wrist 5.00 2.00 3.00 1.00 
_. ee 5.00 2.00 3.00 1.00 
Knee : 5.00 20 3.00 1.00 
Ankle. : 5.00 2.00 3.00 1.00 
All other joints 7.00 1.00 2.00 1o 


pp! 
Fig. 1. First page of Delaware Hospital schedule of charges based on 


the schedule adopted by the hospitals of New York City. 
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REQUEST FOR TREATMENT 
To The Delaware Gospital: 191 


From 








“Wane industrial concern) - 
PLEASE RENDER IMMEDIATE SURGICAL SERVICE TO: 
Name of Injured___ ——--—-—— Check Number 
How injured - —— - Date 


REPORT OF HCSPITAL 











Description. of Injury - - - . - ——— 
Fivet aid rendered by Dr. - 
Subsequent treatment under the direction of Di. 

Date of discharge Condirion 


CODE USED IN RECORDING TREATMENT ; 
> Stronahe tor oo Views (¥)— ve Visit (> RX Le Labor: Faaminetion 
‘ retare tor testament —)—-Diagusienry Viels | (¥)— Surgeon's Visit (0) Operation Ray atory 





Wa} 12) 13) 14 | 05 | 26 v7) 1a) 27 | 28 | 29/30) 31 





Date 


to DELAWARE HOSPITAL. or. a 














Total Nurhber Dispensary Dressings as each | $ 

Total Number Surgeon's Visits as each 

Total Nuraber X-Ray Plates as each 

Laboratory Examinations — as each i] ‘ 

Serums or Special Medicines , - i 

Heepital Beard at 5. per week 

Operation 0... — , - | 

Reduction of Fracture | —— | 

———— —— = — — ——= 

Total expense for Medical and Surgical attention — s 


Received Payment, .... 











Fig. 2. ‘“‘Request for Treatment’? used by the Delaware Hospital. It 
is kept upon the chart rack of the patient and on it are entered all 
the items for which charges may be made. 


mer in order not only to protect the hospital but to pro- 
tect the surgeon as well: 


RESOLVED, that the Delaware Hospital establish a fixed rate of 
charges for surgeon dressings and operations to be applied in case of 
industrial accidents, and that the fees for surgeon services be collected 
by the hospital and paid to the surgeon rendering the service. 

That the surgeons attending industrial cases must individually 
agree not to collect such charges directly from the employer or insur- 
ance company except in such cases as the surgeon may receive a 
regular salary from the employer or insurance company. The sur- 
geons shall also agree not to hold the hospital liable for fees it is 
unable to collect, and shall consider all payments made by employers 
or insurance companies in payment of service rendered as applying 
to the claims of the hospital rather than to the surgeon until the 
claims of the hospital have been covered. It is further 

RESOLVED, that the other hospitals in Wilmington shall be notified 
of this action of the Delaware Hospital and that their cooperation shall 
be requested. 


As a result of this action a schedule of charges has just 
been adopted and went into effect on January 1 of this 
year. This schedule is based upon the schedule adopted 
by the hospitals in New York City. While the charges 
are extremely reasonable, they were gladly accepted by 
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~~ has reported to the Delaware 





Your employe 


employed as —-- 

Hospital for treatment. 
I actin len teneeentininenianegsinialineiaighinhamnaitnicbaten 
We have given him a card indicating that he should return for treatment 
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In order that the Delaware Hospital may render a service that is satisfactory to 
you, we ask your cooperation to the extent of insisting that your employe return for | 
treatment at the time indicated. We will report to you when the patient has been 
discharged 

If the man who applies for treatment is "°f employed by your company or was 
not injured while in your employment, kindly advise at once in order that we may not 
carry an erroncous charge for treatment against your company. 

Yours for service, 
BARROW B. LYONS, 
. Superintendent, Delawrae Hospital. 











Fig. 3. “Service Card.”” When a patient does not bring a request for 


treatment, this form is sent to his concern to procure a written 
authorization for treating him. 
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the surgeons as being better than receiving nothing at 
all for attending to cases which should be fully paid for. 
Moreover, when a resident treats the patient, as he does 
in cases of minor injuries, the fee accrues to the hospital. 
Figure 1 shows the first sheet of this schedule, which 
will be sent to any hospital interested in receiving a copy. 

In order to avoid confusion and misunderstandings re- 
garding the responsibility for paying for industrial cases, 
those plants which send in the greatest number of cases 
to the hospital have been furnished with blanks entitled 
“Request for Treatment.” (Fig. 2.) These indicate the 
name of the corporation to which the bill is to be sent. 
They are placed upon the chart rack of the patient if he 
is admitted into a ward and a record of days of treat- 
ment, surgeon’s visits, and other items for which charges 
may be made are recorded daily upon these forms. When 
the patient is discharged the charges are marked upon 
the same forms and it is sent to the concern sending in 
the patient. By sending the original authorization for 
treatment it is expected that bills will be paid promptly 
and without the correspondence back and forth which now 
very frequently takes place. The system has not been 
in operation long enough as yet to base any definite con- 
clusions upon the experience obtained. 

When the patient does not bring one of the requests 
for treatment, a form is sent to the concern sending in 
the case in order that written authorization for treat- 
ing the patient at the expense of the company be obtained 
(Fig. 3). 

The whole system was designed for the purpose of ren- 
dering an attractive service to the industrial concerns of 
the neighborhood, for this type of “business,” it is be- 
lieved, will become more and more important to the hos- 
pital as employers realize the value of caring for the 
health of their employees. 

Another way in which the Delaware Hospital is at- 
tempting to render an attractive service is in the care of 
its dispensary patients. When laborers were sent to the 
dispensary for the treatment of slight injuries, they some- 
times did not report back for redressings when they 
should. Infections not infrequently resulted for which 
the hospital was blamed; from the employer’s point of 
view this was also disadvantageous. To cooperate with 
the concerns sending in their employees for treatment, 
a card was devised to indicate to the concern the date 
and hour upon which their employee should report back 
to the hospital for a redressing. The card is usually 
handed to the foreman in charge of the employee’s de- 
partment with instructions to see that he reports back to 
the hospital when he should. 

These are simply suggestions as to how one hospital 
is attempting to render a better service to the industrial 
concerns in its neighborhood, knowing that it pays to have 
good friends and to render good service. The beneficial 
results are not always immediately reflected, but they are 
sure to bear fruit in the end. 

ok * * * 

John B. Andrews, secretary of the American Associa- 
tion for Labor Legislation, recently said, “It is our duty 
during the war, and even because of the war, to take cer- 
tain steps in advance for the protection of the national 
health.” This statement might well be recast to read, 
“It is our duty during the reconstruction following the 
war, and especially because of the reconstruction, to take 
aH advance steps for the protection and upbuilding of the 
national health.” 


It matters not how much wood I burn, but what I do 
when I get warm.—Thoreau. 
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Please address items of news and inquiries regarding Department of 
Dietetics to the editor of this department, Home Economics Building, 
Cornell University, Ithaca, N. Y. 


CONSERVATION IN THE PLANNING OF DIETS* 


Nutrition Experiments Reveal Three Sources From Which 
Absolute Essentials for Adequate and Satis- 
factory Diet Are Obtained—Conserva- 
tion Not Always an Economy 


By E. V. McCOLLUM, M.D., School of Public Health and Hygiene, 
Johns Hopkins Hospital, Baltimore, Md. 


I want to point out to you the application of the recent 
results of nutrition investigations, both with respect to 
experiments on animals and observations upon groups of 
human beings, and to correlate the experiences so that 
you may see the best method of planning an adequate diet. 
I want to point out furthermore that conservation does 
not necessarily mean saving in all cases. There are cer- 
tain foodstuffs upon which we should not attempt to econ- 
omize. 

The first generalization that I want to make is this: 
That, in the course of the conduct of about thirty-one hun- 
dred feeding experiments with animals which we have 
made during the last eleven years, we have found that we 
can not make a satisfactory diet out of seeds and seed 
products, such as the cereal grains and products derived 
from them, the legume seeds, peas and beans, together 
with tubers, such as the potato, and edible roots, such as 
the sweet potato, turnip, radish and beet, used in connec- 
tion with meat. Animals may have all these natural 
foods in the diet and still fall far below normal in their 
nutrition. For example although as much as 10 percent 
of the dry matter of the diet may come from round steak, 
ham or other muscle tissue of animals such mixtures as 
contain whole wheat, rolled oats, whole ground corn ker- 
nel, rye, or barley, when used with potatoes and any of 
the edible roots will, in all cases, fail to induce normal 
growth in the young or prevent the early aging of the 
adult. The reasons for this are threefold: (1) all such 
mixtures of foodstuffs will be deficient in three mineral 
elements, calcium, sodium, and chlorine. Only one of these 
is important in human nutrition because we always add 
sodium chloride or common table salt, so that, in human 
nutrition, the only serious danger with such mixtures on 
the mineral side is the shortage of calcium; (2) all such 
mixtures, however, will be deficient in a still unidentified 
dietary essential which is found abundantly only in but- 
ter fats, in egg yolk fats, and in fats derived from the 
interior of the cells of the glandular organs of animals, 
such as the fats which come from the inside of the liver 
cells, the kidney cells, the pancreas, or other glandular 
organs; (3) such food mixtures as are derived from the 
mixtures I have just been talking about, minus meats, 


*Read before the First Annual Meeting of the American Dietetic 
Association, Atlantic City, N. J., Sept. 24-28, 1918. 
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will have proteins of relatively poor quality. There is a 
very great difference in the biological value of the proteins 
derived from different sources. The results of animal ex- 
perimentation warrant the general statement that pro- 
teins of milk, eggs, and meats, are worth approximately 
six times as much as an equivalent amount of the proteins 
from either peas or beans, both of which are of surpris- 
ingly low value when fed as the sole source of protein. 

Any mixture, then, of seed, tubers, and edible roots will 
be deficient in three respects: On the mineral side, with 
respect to the unknown dietary essential to which we have 
given the name “fat-soluble A,” which is abundant only 
in certain fats and in the leaves of plants. All such mix- 
tures not containing meat will have a poor quality of pro- 
tein, while those containing meat will be deficient in 
regard to their mineral contents and their contents of the 
unidentified dietary essential which I just mentioned. 

There are but two ways in which we can make up satis- 
factory diets. One of these is by the use of seeds and 
seed products, together with edible roots and _ tubers, 
either with or without meat, and fairly liberal amounts 
of milk or eggs. The other is through the use of seeds, 
tubers, edible roots, with or without meats, together with 
very liberal amounts of the leafy portions of plants. By 
the leafy foods I mean such things as spinach, lettuce, 
cabbage, celery tops and turnip tops, Swiss chard, and 
Brussels sprouts—in fact, the leafy portion of plants ac- 
ceptable as human food. 

Only a surprisingly small number of plants have leaves 
which are acceptable as human food. In this country we 
have gone almost to the extreme of using no leaves in our 
diet. We eat a little of certain leaves, but the high water 
content of them is such that the total amount of dry mat- 
ter which we eat in this form is surprisingly small. Cer- 
tain races, particularly the Orientals, the Chinese, the 
Japanese, and peoples of the tropics, eat very liberally of 
the leafy portion of the plant, and I venture the statement 
that it is the liberal consumption of leaves which has pre- 
served them from extinction. They do not have a supply 
of milk, and their supply of eggs is small; and we have 
been unable, in many experiments on animals, to make up 
diets which will preserve the species through any great 
number of generations—in fact, even through three gen- 
erations—on diets not containing milk, eggs, or the leafy 
portions of the plants. 

Now the seed, the tuber and the edible roots are all in 
the same class in this respect, namely, that they are all the 
storage organs of plants and are composed of reserve food 
materials almost exclusively. There is in each of them 
but very little actual living protoplasm; they are not cell- 
rich structures. The few cells which were present in the 
immature seed, in the growing edible root, and in the tuber 
become engorged as the time of maturity approaches with 
reserve protein, reserve starches and sugars, and, in some 
cases, fats and oils, together with certain mineral salts. 
All the inner portion of the potato, the edible roots, and 
all the endosperm of seeds, are approximately the equiva- 
lent, in dietary properties, of a mixture of purified pro- 
tein, purified starches, purified sugars and purified min- 
eral salts. Irrespective of what chemical analysis may 
show them to contain in the way of protein or of digestible 
nutrients, we are unable to maintain long the life of an 
animal with such mixtures or to secure any growth what- 
ever in the young. If we classify them on the basis of 
the character of their diet, there are two large groups 
of people in the world. One of these is represented by 


the peoples of a large part of India, of China and Japan, 
of the Philippine Islands, and of the tropics generally. 
These peoples have never used milk; they have never de- 
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veloped a dairy industry; and the consumption of eggs is 
small except among the well-to-do. They are, with few 
exceptions, undersized, poorly nourished, and have a short 
span of life. Their infant mortality is the highest of 
any peoples in the world, and they have a peculiar mental 
lethargy which has led them to go on, generation after 
generation, contentedly making use of the very simple 
mechanical inventions of their forefathers. They have 
never achieved, in the fields of science, literature, art, or 
invention, as have the other peoples of the world. The 
second group of people, classified on the basis of the char- 
acter of their diet, is represented in normal times by the 
peoples of Europe, North America, and a few other places. 
These people have had the same type of food as have the 
peoples of the Orient and the tropics, but in addition they 
have had, from the dawn of history, a fairly abundant 
supply of milk and, particularly in the North, up to the 
time of the development of the poultry industry, long be- 
fore they became the civilized and progressive nations 
which they are today, an abundant opportunity to secure 
wild birds’ eggs. As a result, they were physically far 
superior to the people of the tropics. 

So important is it to differentiate between the value of 
milk, eggs, and the leafy vegetables, on the one hand, and, 
on the other, the rest of the foodstuffs which we are liable 
to eat, namely, the products of cereal grains, the legume 
seeds, the tubers, the edible roots, and meats, that, on the 
first of March, in speaking to the American Association 
of Home Economics, I coined the term “protective foods” 
to designate milk, eggs and the leafy vegetables. These 
are protective foods because they are so constituted with 
respect to the character of their protein and their content 
of certain mineral elements as to meet the physiological 
requirements of an animal; and they are so rich in what 
we term the fat-soluble A, an unidentified dietary es- 
sential, that they supplement the three kinds of de- 
ficiencies which will be present in all mixtures of what- 
ever else we are liable to eat. Now we can correlate 
what I have just said with human experience in this 
country at the present time. I have discussed this matter 
with numerous men now who are in a position to criticize 
my statement if it is deserving of criticism, and they agree 
with me that wherever one finds large groups of people 
in the industrial class who are living in congested dis- 
tricts in large cities and who go to the store and purchase 
their food supply, one will find a high mortality from 
tuberculosis in nearly, if not all, cases. In the selection 
of their foods this class is, without exception, making 
the serious mistake of trying to live on wheat flour, de- 
germinated corn meal, rolled oats, polished rice, potatoes, 
and to some extent, sweet potatoes and the meats. There 
are many of the poor wage-earning classes who use meats 
liberally. They do not, as a rule, purchase milk or eggs; 
nor do they eat liberally of the leafy portion of the plant 
except, perhaps, during a short period of the fall when 
cabbage is cheap and abundant. 

In the city of Baltimore we have about six hundred 
thousand population, one-sixth of whom are negroes, and 
this one-sixth of our population furnishes and has fur- 
nished for years about 40 percent of our total annual 
death rate from tuberculosis. Our death rate from this 
disease is very high, and our city is one of the three most 
unfortunate in this respect in the United States. Through 
the visiting nurses of the city health department in Bal- 
timore, I have learned pretty definitely what both the 
negroes of Baltimore and the white people of the same 
economic basis are trying to live on. They are trying to 
live on this list of foods which I just enumerated—bolted 
wheat flour, degerminated corn meal, polished rice, rolled 





THE MODERN HOSPITAL 











oats, potatoes, sweet potatoes and meats. During a por- 
tion of the year they use cabbage, but they do not use 
milk, eggs, or the leafy vegetables in anything approxi- 
mating adequate amounts. Now the prevalence of tuber- 
culosis among them is, I believe, to be correlated with the 
character of their diet. 

We have on numerous occasions tried experiments 
which illuminate this subject. Animals which have grown 
up on a highly satisfactory diet and have lived about one- 
fourth their normal span of life have been put upon food 
mixtures derived from seeds, tubers and edible roots, with 
or without meats. We have made about seventy-five or 
eighty such experiments now, using as many as six or 
seven perfectly wholesome seeds, and, in all cases using 
perfectly wholesome natural foods, and have confined our 
animals to diets of this class. Instead of living the nor- 
mal span of life and maintaining the characteristics of 
vitality and the appearance of good nutrition and strength 
during the greater portion of their life, they all are very 
old-looking and are ready to die by the time they have 
reached about two-thirds of the normal span of life. 
They will age at least twice as rapidly from the end of 
the first quarter of life on diets derived from foods which 
are functionally storage organs as they would if they were 
on a diet in which there was a liberal amount of one or 
more of what I term the “protective foods,” milk, eggs 
and the leafy vegetables. 

This is a very important matter, because many insti- 
tutions are attempting to keep their inmates week after 
week and month after month on a diet derived largely 
from the endosperm of seeds, together with the two im- 
portant legume seeds, peas and beans, using them in con- 
nection with potatoes, more or less meat, and a minimum 
of milk, eggs, and the leafy vegetables. They are not dif- 
ficult to secure, but, as they are the more expensive food- 
stuffs, the tendency is to reduce their consumption to the 
minimum. The low standard of health in many such in- 
stitutions may, I venture to say, be directly the result of 
long adherence to a diet lacking in the three protective 
foods. In the city of Baltimore we have no less than seven 
institutions for the care of homeless children. One of 
these, last February, had not a death in seven years. 
Still another had had no death in 1917. At the other ex- 
treme stood one institution in which 23 percent of the in- 
mates, numbering between two and three hundred, had 
died in the past year. Still another had lost 20 percent of 
its inmates in a year. Upon investigating the diet of the 
children in these two institutions, I found the purchases 
of the three protective foods almost nil. In one case, a 
home with about two hundred and thirty children, the 
milk purchases amounted to only sixteen quarts per day, 
and this appeared to be chiefly consumed by the attend- 
ants. Almost all these children had tuberculosis. Tuber- 
culosis, as is well known, is a transmissible disease, 
caused by a micro-organism. The white people of Balti- 
more breathe the same air, with the same dust, every day 
as do the negroes in that group which suffers seriously 
from this disease; but the better-nourished walk immune 
through the same streets as are used by those who become 
victims of tuberculosis. 

There is another disease which, so far as I can tell, is 
promoted in its seriousness by faulty diet in somewhat the 
same degree as is tuberculosis. I refer to pellagra. I 
have on a number of occasions had the opportunity to 
discuss, with Dr. Joseph Goldberger, of the Public Health 
Service of Washington, his own investigations in relation 
to pellagra. Dr. Goldberger has made a very careful 
study of the etiology of this disease, and he is in full ac- 
cord with my statement that the people who are suffering 
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from this disease throughout the south are attempting to 
live too largely on products derived from the endosperm 
of seeds. The cereal grains, the legume seeds, together 
with tubers, molasses, and more or less meat, principally 
pork, make up almost their entire food supply. They do 
not use milk, eggs, nor the leafy vegetables liberally. At 
the annual meeting of the American Medical Association 
in Chicago in June Dr. Goldberger presented a most re- 
markable study of a correlation between the use of milk 
and the prevalence of pellagra in the population of Spar- 
tanburg County, S. C. He has found—and his findings 
correlate satisfactorily with the findings of investigators 
in animal nutrition—that people who use milk liberally 
do not have pellagra. The same would be true, I venture 
to state, if they used liberal amounts of eggs. It is, how- 
ever, not possible to secure the best results in human nu- 
trition by making the leafy portion of the plant the sole 
protective food. We are not anatomically suited to the 
consumption of large amounts of leafy food. That is the 
reason why the inhabitants of the far East and of the 
tropics have not succeeded better with their diet in which 
the leaf is almost their sole protective food; they can not 
eat enough of it. They can partially correct the faults 
in whatever else they may eat by the consumption of very 
liberal amounts of leaves, but they can never attain the 
optimum of nutrition on such a diet. I have inquired of 
those having experience in these countries, physicians, 
missionaries and foreign students, and all agree that the 
peoples of the far East and of the tropics use surprisingly 
large amounts of leafy foods as compared with what we 
use in this country. 

Dr. Goldberger has caused the disappearance of pellagra 
from several institutions where he has gained control of 
the diet, merely by the introduction into the diet of liberal 
amounts of what I term the protective foods. In his 
early writings there was some error. A few years ago, 
Dr. Goldberger believed that the legume seeds, particu- 
larly beans, were highly protective against pellagra. He 
has now abandoned that view. The legume seeds have no 
peculiar dietary properties; they are seeds, the storage 
organs of the plant, and they have only the dietary prop- 
erties of seeds in general. 

Pellagra, I believe, has been correctly judged by the 
Thompson-McFadden Commission and by Jobling and 
Peterson of Nashville, Tenn., to be a disease which is 
communicable. It is, in all probability, caused by a micro- 
organism. The matter is not fully settled, but the prob- 
ability that this is true is very great, and I venture to 
say that pellagra, like tuberculosis, is a disease of suf- 
ficiently low virulence that it does nct form a menace in 
any large group of people who are properly nourished. 
I may add that the efforts of the medical profession for 
several decades to discover under what conditions the 
tuberculous patient has the best possible chance of re- 
covery have come essentially to the following principles: 
The patient is kept in cool, fresh, dust-free air. He is 
kept at rest and is fed a diet in which milk and eggs 
find a very prominent place. He is kept in the fresh air 
and at rest, because if he has a lesion in his lung, it is 
injurious to introduce dust and bacteria into that lesion, 
and, if he has a delicate scar tissue, exercise is apt to 
damage it. His fever is kept down by keeping him at 
rest, and his appetite is stimulated by keeping him in cold 
air. The one other thing which gives him the best chance 
for recovery is the taking of a diet regularly in which 
milk and eggs—and I should add, also, the leafy vege- 
tables—are abundant. This diet raises his powers of re- 


sistance and promotes his recovery. The use of the leafy 
foods in the feeding of the tuberculous patient has not 
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been appreciated. I feel confident that a much more lib- 
eral use of the leafy portion of the plant in tuberculosis 
sanatoriums would be followed by most excellent results. 

At the present time there is a very serious situation in 
respect to the dairy industry, and I have made it my busi- 
ness in recent months to do what I can to correct this 
growing trouble. A year ago there was a sudden drop- 
ping off in the purchases of milk nearly everywhere in 
this country, but particularly east of the Mississippi 
River. The milk purchases in practically every large city 
east of the Mississippi fell off anywhere from 20 to 50 
percent in the course of a year. This was due solely to an 
unavoidable rise in the cost of milk. Milk is, however, 
not a highly attractive nor a highly palatable food. In- 
deed, there are but two groups of foods that are highly 
acceptable to the human palate; one of these is the meats 
and the other, certain of the fruits. All other foodstuffs 
have a relatively low palatability; they are acceptable, 
and we take them regularly—more regularly as they are 
more nearly flavorless. Few of us will adhere day after 
day to eating the more highly flavored roots or tubers. 
Carrots and turnips are not acceptable at every meal, 
nor every day, as are potatoes, which are almost without 
flavor. The reason milk has not been purchased with 
greater regularity and with greater liberality is that it is 
looked upon as an expensive food, and one not particularly 
attractive. Meats are so attractive that even the wage- 
earning classes purchase meats in liberal amounts, ir- 
respective of the fact that these are very expensive and 
are of much less value than milk is in correcting dietary 
faults in other things which they eat regularly. In gen- 
eral, meats are for them a poor investment, but it is the 
appetite which prompts their purchase, irrespective of 
the fact that the more appetizing cuts have doubled in 
price within the last year and a half. Purchases of milk 
fell off so greatly that last year there was a great sur- 
plus of dairy products, butter, dried and canned milks, 
and cheese, especially in the East. The public ceased to 
buy, and, as a result, the products quickly accumulated. 
The producers became greatly discouraged and despond- 
ent. 

The situation of the producer can best be illustrated 
by the story which a gentleman near Des Moines, Iowa, 
who has been in the dairy business for thirty years told 
me. He said that thirty years ago he could purchase 
bran, one of the more important dairy foods, for $4.59 a 
ton in Des Moines. At that time milk sold for five cents 
a quart. On the day I visited Des Moines, in April, bran 
was $39.50 a ton, and milk twelve cents a quart. The 
cost of labor had, of course, risen in proportion to the 
cost of foods. There was no longer any money in the 
milk business. Every time the price rises the local press 
makes a great fight, ostensibly—and, in many cases, in 
good faith—to protect the purchasers against what it 
assumes to be an extortion, and this helps to destroy the 
dairy industry. It is a matter of the greatest moment 
that we continue the purchase of milk irrespective of the 
rise in cost. Cut on the meat purchases but never on the 
milk. Eggs, which are the only food we need to consider 
in comparison with milk, do not compete with milk on 
the basis of price for equal amounts of protein or energy. 
It costs approximately twice as much on the basis of pro- 
tein or of energy, to get protective food in the form of 
eggs as in that of milk, and milk has somewhat greater 
protective qualities, in that it corrects a little better the 
dietary faults of seeds, tubers and edible roots than do 
eggs. Eggs, however, are superior to milk in palatability. 
They should be used in moderation for their appetizing 
quality, to vary the character of the diet, and for their 











150 THE MODERN HOSPITAL 


peculiar role as protective foods. I know of several hos- 
pitals in which the question of milk purchases is now a 
very serious thing. They are cutting down on milk be- 
cause of want of funds, but I want to sound this note of 
warning—that there are but three kinds of food which can 
not be compared on a money basis, on the basis of protein 
content, or on that of energy values, with any other foods 
which we eat; and those three foods are milk, eggs, and 
the leafy vegetables. You can not compare the cost of 
one of these three foods with that of the cereal grains, 
the tubers, the edible roots, or meats. They have a dif- 
ferent quality, a quality which is indispensable, and we 
must keep up the consumption of these foods, or our fail- 
ure to do so will promptly be reflected in the standards of 
our public health and efficiency. 


Abstract of Discussion 


Dr. MARSHALL: The North American Indian seems to 
be an exception. Does he take much milk? 

Dr. McCoLLuM: The question is asked, how did the 
American Indian develop as he did, being largely a carniv- 
orous man? The same question would, of course, apply 
even better to the Eskimo. The explanation is this: All 
the Indians in America were by no means carnivorous 
people. If you will examine volume 34 of the Bureau of 
American Ethnology, a volume by Dr. Hrdlicka on Physi- 
ological and Medical Observations on the North American 
Indian, you will find that the Indians were accustomed to 
eating very liberal amounts of the leafy foods. In part, 
the explanation of their success is this; what I said about 
meat applies to muscle tissue meats. These are the meats 
which we use almost exclusively and which form the only 
highly appetizing cuts. The glandular organs, such as the 
liver, kidney and sweetbread, have very different dietary 
properties from the muscle tissue; these are cellular or- 
gans and are highly actively functioning protoplasm. 
We have had a very considerable number of experiments 
with carnivorous diets and through inquiry of keepers of 
zoos, of famous hunters, and of those who have visited 
the far North, have arrived at the conclusion that the 
success of the strictly carnivorous animals, including man, 
rests largely on the order in which they select the por- 
tions of their prey. The carnivora, on killing an animal, 
first take blood. This is their first choice of the tissues, 
and they take it as long as it flows from the large veins. 
The next choice of the carnivorous animal is the glandular 
tissues. They open the abdomen and eat liver and kidneys 
as their second choice. Their third choice is the softer 
ends of the bones, which they eat at leisure. The last 
choice of the carnivorous animal is muscle tissue. Not 
long ago I was assured by a botanist who had recently 
visited the North, that this practice prevails among the 
Eskimo on the Arctic American coast. When they kill 
a reindeer, their first choice of dainties is blood, and they 
take it while it is warm and fresh. Their second choice is 
the glandular organs. They eat liberally of fats and of 
muscular tissue, but they get something from the glandu- 
lar tissues that they would never get from the muscle 
tissue. 

Miss WELLS, Brooklyn, N. Y.: I want to ask about the 
protective qualities of dried milk. 

Dr. McCutitom: I can discuss that only in relation to 
nutrition aside from the scurvy. There is too much argu- 
ment and too warm a discussion among investigators on 
the question of scurvy to permit me to enter into that 
question here today. However, I will say this—that, with 
such species of animals as do not suffer from scurvy, we 
have not been able to demonstrate any depreciation in the 
dietary qualities of milk in the processes of drying, 
evaporating, or sterilizing. The deterioration in the case 
of canned milk, especially, lies apparently only in its less 
appetizing qualities. In some cases, especially in the test 
of sweetened evaporated milk, where the preservation is 
not due to sterilization but largely to the concentration of 
sugar, such milks may be in bad bacteriological condi- 
tion. Dried milks are, as a rule, in excellent bacteriolog- 
ical condition, and I see no reason to condemn them. I 
do not, however, wish to recommend either dried or canned 
milks for the feeding of young infants. My advice in the 
feeding of young children is confined to this: Get the 
freshest, the cleanest, the best of milk for your children; 
take care of it after you get it, and feed it to them in 


clean bottles. If an infant develops anything, take him 
to the physician and let him tell you what to do. One 
can give no general, sweeping advice which would fit all 
cases, and it would be dangerous for me to attempt it: 

Miss LuLu GrRAveEs, Chairman: What about the effect 
of dehydration on green vegetables? 

Dr. McCuttom: In this case I must limit my reply in 
the same way I restricted it in the case of milk, namely, 
to what we know about the dietary properties of dried, 
leafy foods and what we have learned in experiments with 
those species of animals which do not suffer from scurvy. 
In all such cases, we find no demonstrable deterioration 
in the dietary qualities of the leafy foods in drying, either 
in the sun or in a current of warm air. 

Dr. MARSHALL: Are the protective qualities of the 
leafy foods lessened by cooking? 

Dr. McCuttom: If they are lessened by cooking, the 
deterioration is confined solely to their special role in the 
prevention of scurvy. I cannot discuss in detail the ques- 
tion of scurvy here today. It is too complex. The dried 
leaves, however, thoroughly cooked, even heated under 
pressure to the extent to which canned goods are usually 
heated in processing for sterilization, and fed to those 
species of animals which do not suffer from scurvy, seem 
to have undergone no deterioration which we can demon- 
strate by animal experimentation. 


* * * x 


NEWS NOTES OF DIETITIANS 

Miss Eleanor Wells has given up her work as dietitian in 
Brooklyn Hospital, Brooklyn, N. Y., in order to organize a 
course of study for dietitians at Teachers College. 

In addition to her work in Teachers College, Miss Wells 
is giving the course in dietetics to the nurses of St. Luke’s 
Hospital, New York City. 

The committee on membership of the American Dietetic 
Association will meet soon to take action on all applica- 
tions now in their hands. All who wish to become mem- 
bers should send in applications at once to Miss E. M. 
Geraghty, New Haven Hospital, New Haven, Conn. Early 
enrollment assures your name getting on the mailing list. 

Miss Ardelle Ferguson, who has been dietitian at the 
University Hospital, Augusta, Georgia, is returning to her 
home in Ohio. Miss Lydia Humphrey, formerly of Akron 
City Hospital, Akron, Ohio, succeeds Miss Ferguson at 
University Hospital. 

Miss Irene Willson has accepted the position of dietitian 
at Akron City Hospital. ' 


The Alimentary Ration in Hospitals on Land and on Hos- 
pital Ships 

L. Sestini discusses this subject in the Annali di medi- 
cina navale e coloniale of Rome. 

The author comes to the conclusion that the ordinary 
alimentary rations in Italian hospitals and on hospital 
ships fil] the theoretical requirements of modern nutri- 
tion, but he finds that in the hospitals on land the ration 
is too small and the fats are not represented in sufficient 
quantity. In the Italian hospitals the wine ration was 
abolished in 1916 by ministerial decree and is only al- 
lowed on medical prescription. On hospital ships the pa- 
tients still receive wine with their meals, but the author 
thinks that the wine ration could be abolished here, also, 
without any disadvantage. 


Duplicate Requisitions for Repairs 
A simple method of keeping track of the repair work 
being done by the hospital mechanics, is to require that all 
requisitions for repairs be sent in to the superintendent 
in duplicate, the carbon for each to be filed until the 
original is returned with the time spent in making that 
repair marked upon it. 
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Institutional Membership 


PLEASE SEND IN YOUR APPLICATIONS 


Since the publication of the list of fourteen applications 
for the institutional membership in the January number, 
applications from the following have been received: 
ie ee DE TIN o'5.0.:05 0 0c tec ccsesssdee New.uryport, Mass. 


ED SR DEON gc ciccceccctessveseunewcuesssenees Baltimore 
se a a oan win wine ware ice Miah Waa wee New York 
- pn ere Enea Pittsburgh 
Ee ig ne a ee CESK eT NOONE SE OES Se Davenport, Ia. 
West Philadelphia Hospital for Women.................+..- Philadelphia 
i PE. scuvcnteeaokesaquennset ee Martin’s Ferry, Ohio 
Se OS 2 re er Fall River, Mass. 
Youngstown (Ohio) Hospital Assn. ...........ccceeeeeeeeees - a 
i Se Cs scab ak cnet Ae bebaeatestes beeeue Pittsburgh 
Sp Ee re errr Ty rer Philadelphia 
Bowman TRONS TROGTORL. 2.0 cc cccccccccccsccccsseseses New Jersey 


Communications explaining the new plan of institu- 
tional membership in the association, as adopted at At- 
lantic City, have been sent with application blanks to all 
of the hospitals represented in the association. The ad- 
vantages of such membership have been explained in the 
bulletins of the association and the editorial columns of 
this journal. Copies of the constitution have also been 
printed herein, and reprints are now available to mem- 
bers. The application blank, however, contains all in- 
formation relative to institutional membership. All ap- 
plications will be placed before the membership committee 
shortly. The secretary takes this opportunity to urge 
the hospitals to send in their application blanks at an 
early date. If such blanks have not been received, they 
will be sent out immediately upon request. 


Twenty-First Annual Convention 

September 8-12, 1919, will be the dates for the Twenty- 
first Annual Convention. This change from the dates an- 
nounced in the January number was found to be more sat- 
isfactory to all concerned, and particularly the American 
Dietetic Association, which will again meet jointly with 
the American Hospital Association. 

The Gibson Hotel will be official headquarters for the 
convention. With the appointment of the committee an- 
nounced in the January number, plans for papers and dis- 
cussions, as well as for the commercial and non-commer- 
cial exhibits, are now going forward. 


Recommendations of the Commission Appointed by the 
Governor of Ohio to Make a Study of the Hos- 
pital System and Laws of the State 

Following the adjournment of the Eighty-second Gen- 
eral Assembly in April, 1917, the Governor of Ohio ap- 
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pointed a commission to study the hospital system and 
laws of the state, as well as the system of medical prac- 
tice regulation. The complete report of the commission 
was filed with the Governor on January 4, 1919. The 
legislative proposals will be introduced in the present as- 
sembly, which convenes in January. 

A digest of the hospital report and recommendations is 
published as a part of this bulletin. It should be of in- 
terest to hospital trustees and other officials. The com- 
plete report will be published and distributed by the Cleve- 
land Hospital Council. 


Preliminary Statement 


The study of Ohio’s present system of laws relating to 
hospitals and the work of outlining constructive sugges- 
tions which will be fundamentally useful in obtaining 
much needed health and welfare objectives has been some- 
what difficult. Useful local, general information has been 
easily secured, but little has been found in the laws and 
experience of other states which is of use or adaptability 
to the Ohio situation. The scope of the inquiry has been 
of necessity limited. No study of Ohio’s county infirmary 
system has been attempted (such a study has been made 
by the Health and Old Age Insurance Commission and its 
findings are commended to your attention); no study of 
our tuberculosis hospital and dispensary system has been 
undertaken because the development is far behind the leg- 
islative program enacted by the Eighty-second General 
Assembly; and no study has been attempted of the pres- 
ent system of management of the state institutions, many 
of which are hospitals, by the Ohio Board of Administra- 
tion. The report and recommendations deal in particular 
with the present system and laws relating to the so-called 
private hospitals, with especial regard for their relation 
to the state. In many respects both are elementary. 

Numerous proposals have been considered as the basis 
for constructive executive and legislative action. Two 
fundamental lines of action and procedure are possible: 


1. The state should adopt a system of state control of 
private charitable hospitals and dispensaries to the extent 
that minimum standards of operation should be provided, 
as well as a corps of investigators and inspectors whose 
duty it should be to enforce these standards under the 
direction of some state department. 

2. The state should adopt a system of reasonable su- 
pervision and regulation of private charitable hospitals 
and dispensaries to the extent that the best interests of 
the public health and public welfare in general shall be 
protected. 

The state control proposal can be discarded with little 


discussion. Little can be found in the experience of other 
states that would justify even a limited application of it 
in Ohio, even if more than a few people could be found in 
favor of it. The state has proceeded already too far 
along the line of the other extreme. The present, there- 
fore, is such executive and legislative action as will help 
to bring about a mutually helpful relation between the 
state and the hospitals. It should be a relation “of that 
intimate and cooperative nature which will more effec- 
tively make for the best interests of all concerned.” The 
second plan is therefore recommended, and the carrying 
out of the following specific recommendations should be 
a step in that direction. 

This recommendation is made in recognition of the fact 
that the state itself has duties to perform, as well as ob- 
ligations to meet, toward the hospitals and dispensaries 
over which it has responsibility and supervision. These 
obligations can best be met, not by sending a horde of 
meddling investigators, inspectors or chief examiners from 
half a dozen different departments, whose authority is 
not clear and whose duties and responsibilities conflict 
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and over-lap, into the hospitals of the state, but by cen- 
tralizing such supervisory authority as is necessary in 
the hands of a single state department and the adoption 
by that department, within legislative limits, of sound, 
constructive hospital policies, not in especial interests of 
any particular profession but solely in the interests of 
public welfare. 

These recommendations would in no way conflict with 
the legislative proposal to reorganize Ohio’s county health 
administration system as advanced by the Ohio Health 
and Old Age Insurance Commission. If that proposal is 
enacted into law it would result in closer working arrange- 
ment between the county and the state health depart- 
ments. And if the state department is given additional 
authority as to hospitals as recommended herein, the 
county health officer could, as directed, act as the repre- 
sentative of the state department of health in various 
matters pertaining to hospitals. The county health of- 
ficer plan as proposed by the Health and Old Age Insur- 
ance Commission is, therefore, highly commended. 


Hospital Recommendations 
RECOMMENDATION 


The State Department of Health should, under author- 
ity already vested in it, create a Hospital Bureau. 


DIGEST OF DISCUSSION 


“The greatest need of Ohio in the hospital field today 
is the establishment of a central bureau in some state 
department, preferably the State Department of Health.” 
No extended argument is needed in support of this recom- 
mendation. State health activities are already centered 
in the department of health. Hospitals and dispensaries 
are an important factor in the work of protecting the pub- 
lic health. The proposal is consistent with the modern 
tendency in national and state health organizations to 
align hospitals with the health department. The depart- 
ment already has authority to create sucli a bureau. 


RECOMMENDATION 


Legislation should be enacted vesting additional author- 
ity in the State Department of Health as follows: 

1. To define and classify hospitals and dispensaries. 

2. To require all existing hospitals and dispensaries— 
public or private, state, city, or county—to register with 
the State Department of Health within sixty days after 
the passage of this act; such registration to include name 
of institution, date of incorporation, if any, classes of pa- 
tients cared for, names of controlling board and officials, 
and other similar information. 

3. To require all hospitals and dispensaries to report 
annually to the State Department of Health on uniform 
hospital report blanks provided by that department. The 
information to be reported should include: under “Work 
Done,” the number of pay patients, part-pay patients, free 
patients, and public charges cared for each year, and the 
number of days of treatment given each group; the num- 
ber of dispensary patients, and accident and emergency 
patients; general information as to hospitals, beds, nurs- 
ing, medical and other facilities; under the heading “Cost 
of Work Done” should be included income from patients, 
contributions, and capital income; under “Expenses” 
should be included operating expense, corporation expense, 
expenditures for permanent improvements, and such other 
general information as the department may require. 

4. To transfer authority now vested in the Board of 
State Charities to inspect maternity hospitals and lying-in 
hospitals to the State Department of Health. 


DIGEST OF DISCUSSION 


It will be necessary to know what constitutes hospital 
or dispensary as a basis for a closer working relation 
between the state and such institutions. Our statutes do 
not now contain any such definition with the exception of 
an attempt to define lying-in hospitals and maternity 
boarding homes in Section 6227 of the General Code. Ex- 


perience has proven that many difficulties are encountered 
when an attempt is made to enact legislation containing 
exact definitions of this kind. The other alternative is to 
give the proper state department discretionary authority 
to make such definitions and classifications. For purposes 
of the proposed legislation there can be no reasonable ob- 
jection to giving such authority to the State Department 
of Health. 

Ohio has no accurate information regarding its hospital 
and dispensary facilities. Such information is a prime es- 
sential as a basis for any constructive plan to increase 
hospital facilities in the state, for sickness prevention ac- 
tivities, or as one basis for any plan for sickness or health 
insurance. This proposal practically amounts to a census 
of Ohio’s present hospital and dispensary facilities. 

This proposal for annual hospital and dispensary re- 
ports would help to protect such institutions themselves 
against arbitrary action prompted by a recent decision of 
the Supreme Court in the case of Treasurer of Cuyahoga 
County vs. the Physicians Hospital Association (Grace 
Hospital). For purposes of taxation, the county auditor 
will, of course, determine whether a private charitable 
hospital is making “those who are unable to pay its first 
concern.” Obviously no hospital can have objection to 
making such an annual report to the State Department of 
Health, which at all times will be available to county au- 
ditors who are now charged with the duty of putting tax- 
able property upon the tax duplicate. 

The proposed plan, if adopted and properly executed, 
will result in accurate information as to the cost of hos- 
pital and dispensary maintenance and operation. Such in- 
formation can be placed at the disposal of the Industrial 
Commission and used by that department as the basis for 
determining its schedule of hospital fees and charges for 
hospital service rendered and paid for out of the state 
insurance fund. It would forever end the day of the ar- 
bitrary fee schedule as now prepared by the Industrial 
Commission and, furthermore, make it unnecessary for the 
Ohio hospitals to do “charity work” for the state. 

The State Department of Health already has authority 
to license and inspect maternity boarding homes and ly- 
ing-in hospitals (Sections 6259-6271 and 6227) as now de- 
fined but by another provision of the statutes (Section 
1352); the Board of State Charities is also vested with 
authority to inspect these same institutions otherwise 
named. In spite of attempts to work out a joint plan of 
administration, great confusion has obtained. This dual 
responsibility and lack of system has made effective re- 
sults impossible. Obviously the department which has 
authority to license maternity hospitals should also have 
the sole authority to inspect them. 


RECOMMENDATION 


The legislature should adopt a resolution directing the 
State Department of Health to study the present hospital 
and dispensary facilities of the state and to make recom- 
mendations for such legislative action as is necessary to 
bring about a closer working relation between so-called 
private hospitals and dispensaries and the state, and such 
further recommendations as are necessary for the de- 
velopment of existing hospital and dispensary facilities 
to meet the needs of the sick. 

DIGEST OF DISCUSSION 


The State Department of Health should be the chief 
adviser of the legislature in all matters pertaining to 
hospitals and dispensaries. Under the terms of this reso- 
lution, it should obtain adequate information as to the 
hospital and dispensary needs of the sick and make recom- 
mendations which should be helpful to the assembly in its 
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consideration of legislative proposals dealing with such 
matters. 


RECOMMENDATIONS OF THE OHIO HEALTH AND OLD 
INSURANCE COMMISSION 

The report of this commission, with its legislative pro- 
posals in bill form, will have been filed with the Governor 
of Ohio before the February number of THE MODERN Hos- 
PITAL reaches the members of the American Hospital As- 
sociation. A digest of recommendations pertaining to 
sickness prevention and health insurance is given below. 
They indicate that the report will be far-reaching in scope 
and in importance. Recommendations for old age pensions 
are not included because of limited space. 

These recommendations should be of interest to all hos- 
pital people and of especial interest to those in Connecti- 
cut, Illinois, Pennsylvania, California, Wisconsin, and New 
Jersey, as these states have similar commissions and some 
of them are about to make reports. Members of the as- 
sociation will be kept informed, so far as possible, through 
this bulletin of the activities of the different commissions. 
With the convening of the state legislatures, hospital 
trustees and officials should be on their watch for all such 
legislative proposals. It should be remembered that hos- 
pital responsibilities will be revolutionized if health in- 
surance proposals become effective. 


AGE 


RECOMMENDATIONS ON SICKNESS PREVENTION 


I. Adequate health supervision of all elementary and 
high schools, including annual medical examinations of all 
children by physicians and supervision by public health 
nurses should be provided. The cost should be borne by 
the state, the cities, and counties in some equitable propor- 
tion. 

II. Provision should be made for adequate public 
health nursing service in each city and county, including 
pre-natal and infant care. The cost should be borne by 
the state, the cities, and counties in an equitable propor- 
tion. The State Department of Health should fix the 
qualifications of public health nurses and have general 
supervision over the work. 

III. Physical education should be required in all 
schools for all children, and practical teaching of health 
and hygiene should be required in the elementary schools. 

IV. The teaching of home economics, including home 
nursing, should be developed as rapidly as possible under 
the system of vocational education provided by the state 
in cooperation with the Federal government through the 
Smith-Hughes Act. Home demonstration work should be 
widely extended under the Smith-Lever Act, and legisla- 
tion to authorize such work on the same basis as farm 
demonstration should be immediately enacted. 

V. All children’s homes should provide for adequate 
health care and supervision, and the board of state chari- 
ties and the state department of health should have wider 
power to enforce standards of health care of children in 
institutions. 

VI. The local public health system should be revised. 
The township, village, and small city health boards and 
offices should be abolished, and in their place should be a 
county health commissioner, subject to the supervision of 
the State Department of Health, who should have control 
of all public health work in the county. Cities of more 
than 50,000 population may, if they so elect, be separate 
health units as now constituted, subject to the same state 
supervision as the county health unit. 

VII. A state program should be adopted to cooperate 


with the federal public health service for the suppression 
of venereal diseases in the state. 
A law should be passed prohibiting industrial 
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work by women for at least six weeks following childbirth. 

IX. Every child under 18 should be physically exam- 
ined before going to work and a certificate be obtained 
from the county health commissioner or the city health 
authorities that the work to be engaged in will not be 
physically injurious to him. The State Department of 
Health shall formulate rules and regulations for such 
examinations. 

X. The program adopted for the study and care of the 
feeble-minded by the Ohio Board of Administration under 
recent legislation should be pushed through as rapidly 
as possible. 

XI. Provision should be made without delay for the 
care of tuberculous patients in county and state institu- 
tions. These institutions should become agencies for 
treating incipient cases and not merely for the treatment 
of incurables. The counties should be required to furnish 
sanatorium facilities. 

XII. In accordance with the report of a special com- 
mittee, made to the Governor, on hospital legislation, there 
should be created a bureau of hospitals in the State De- 
partment of Health to survey the hospital facilities of 
the state, classify hospitals and dispensaries, and require 
reports on uniform blanks. 


RECOMMENDATIONS ON HEALTH INSURANCE 

I. The principle of health insurance is approved as a 
means of distributing the cost of sickness. 

II. Health insurance should be required for all em- 
ployees, to be paid for by employers and employees in 
equal proportion. The state should pay all costs of state 
administration as in the case of the Workmen’s Compensa- 
tion Act and all cost of supervision of insurance carriers. 

III. The benefits to workers under health insurance 
should consist of (a) cash payment of a part of the wages 
of workers disabled by sickness; (b) complete medical 
care for the worker including hospital and home care and 
all surgical attendance and the cost of all medicines and 
appliances; (c) adequate provision for rehabilitation, both 
physical and vocational, in cooperation with existing pub- 
lic departments and institutions; (d) dental care; (e) 
medical care for the wives and dependents of the workers, 
if the same can be done constitutionally, and a burial 
benefit for the worker. 

IV. (a) The exact form of organization of the medical 
service, including hospital and dental service, should be 
left largely to the State Health Insurance Commission 
which administers the act, to develop plans to meet con- 
ditions in different parts of the state. Minimum stand- 
ards should, however, be established to insure that such 
service shall be adequate. 

IV. (b) It should be clearly established that medical, 
hospital, and dental care shall be adequately compensated. 

V. The insurance should be carried in establishment 
funds, mutually managed, and in public mutual associa- 
tions. Companies or associations writing insurance for 
profit should not be permitted to be carriers of such insur- 
ance. 

VI. The system should be administered by a state 
health insurance commission of four members, one of 
whom shall be the State Commissioner of Health. The 
state commission may fix such administrative districts as 
may be necessary and shall coordinate their work so far 
as possible with the local health authorities. 

VII. There should be a reasonable waiting period not 
less than six days before cash benefits are paid. Medical 
benefits should be given during the entire time of disabil- 
ity. Benefit payments should be continued as long as dis- 
ability lasts, but not exceeding five years. 
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Army Hospital Program 


MODIFICATION SINCE THE ARMISTICE AND ADOPTION OF PLANS 
FOR DEMOBILIZATION 


The Secretary of War has prepared the following com- 
munication relative to the hospitalization program of the 
Army for publication as a part af the bulletin of the 
association in THE MopERN Hosp!TauL. It briefly states 
the modifications of the program since the signing of the 
armistice and adoption of plans for the demobilization of 
the Army in the United States. This, together with the 
list of hospitals for the reception of overseas cases with 
their bed capacity and list of hospitals classified for the 
distribution of sick and wounded from overseas as well 
as for the sick and disabled in this country, will be of 
great interest to hospital people in general and of especial 
interest to the members of the American Hospital Asso- 


ciation. 
My dear Mr. Wright: 

I am very glad to supply the information which you re- 
quest. The hospitalization program of the Army natur- 
ally underwent considerable modification, following the 
signing of the armistice and the adoption of plans for the 
demobilization of the Army in the United States. 

At once all of the base hospitals in the National Army 
and National Guard camps thus became available for use 
in the care of sick and wounded from overseas, and at 
that time placed at our disposal some thirty thousand 
vacant beds. Calculations were made by the Surgeon- 
General, and it was at once decided to abandon as many 
projects as possible which called for Government expendi- 
tures in the way of leasing buildings and for alterations 
and construction on property other than that owned by the 
Government. In fact, an effort was made to curtail new 
construction from that ‘time on, to the fullest possible 
extent. 

While the program which had been approved of estab- 
lishing hospitals in the various draft districts in sufficient 
numbers to make possible the return of sick and wounded 
to points as near their homes as possible, has been inter- 
fered with by the changed plans, nevertheless, it was not 
felt that we would be justified in continuing to expend 
millions of dollars for the development of new hospital 
projects simply for the purpose of returning men nearer 
to their homes, when it is believed that ample hospital 
facilities are already available, or are soon to be available, 
in military hospitals already functioning with complete 
staffs and equipment. I believe the justice of this attitude 
will be apparent to all. 

The Surgeon-General was advised by cable early in De- 
cember that he might expect about ten thousand sick and 
wounded per month, and that a total of approximately 
sixty thousand would require at least two months’ treat- 
ment on arrival in the United States. It is interesting to 
note that during the month of December nearly twenty- 
five thousand sick and wounded were returned from over- 
seas, and a cable received within the last few days in- 
forms the War Department that all casualties will have 
been evacuated to the United States at the end of three 
months. 

With these facts before us, it is believed that we have 
ample hospital facilities available, for on the twenty- 
eighth of December, the Medical Department had one 
hundred and ten thousand beds in military hospitals of 
the United States, forty-nine thousand of which were 
vacant. In addition, ten thousand or fifteen thousand 
more beds will be available very shortly. 

From what I have already said as to the policy of the 
War Department, I think a correct idea may be obtained 
as to the facilities available and the system under which it 
is intended to make use of those facilities. The policy of 
the War Department, so far as relates to the treatment 
of sick and wounded men, may be briefly summarized by 
the statement that it is the policy to do everything pos- 
sible to retain sick and wounded soldiers in military hos- 
pitals until the maximum of improvement has been op- 
tained, considering the nature of the disability. 

_I hope this will give you the information which you de- 
sire. 

Very sincerely yours, 
NEWTON D. BAKER, 
Secretary of War. 
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GEO. W. WALLERICH, Associate Editor, 


Please address items of news and inquiries regarding New Instru- 
ments and Appliances to the editor of this department, 327 Southeast 
Avenue, Oak Park, Illinois. 


New High Frequency Apparatus 


The manufacturers of this particular apparatus have 
informed us that they felt the need of placing at the 
disposal of the operator a single apparatus so constructed 
that it would deliver without exception every single high 
frequency modality and at the same time not break down 
under hard service. 

These two features (the wide range of modalities and 
the ruggedness of construction) have a special appeal to 
hospitals and sanatoriums, particularly where many pa- 
tients are treated daily. 

This apparatus is so designed that all of the “Tesla” 
as well as “d’Arsonval” modalities are available, which 
literally makes this machine a duplex apparatus, in one 
housing or cabinet. 

A good idea of the flexibility of this apparatus may be 
had by glancing over the various modalities available. 





New Victor “Model Wantz” high-frequency apparatus. 


They are as follows: (1) Auto-Condensation (Tesla); (2) 
Auto-Condensation (d’Arsonval); (3) Auto-Conduction 
(Tesla); (4) Auto-Conduction (d’Arsonval); (5) Diath- 
ermy (d’Arsonval); (6) Diathermy (Tesla); (7) Fulgura- 
tion (Hot or Caustic Spark); (8) Fulguration (Cold or 
Dehydrating Spark); (9) Efflueve (Similar to a Static 
Spray); (10) Head Breeze (Similar to the Static Spray); 
(11) Inhalation (for Ozone Inhalation); (12) Ultra Violet 
Rays; (13) Vacuum Electrodes. 
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The apparatus is manufactured by the Victor Electric 
Corporation and is known as the “Model Wantz.” It is 
designed to be operated from alternating current, but for 
institutions where only direct current is available, a ro- 
tary converter (mounted within the cabinet) can be sup- 
plied for converting the direct to alternating current. 


Incubating Room 


The importance of the factor of construction which has 
to do with insulation should be carefully considered as im- 
perfect insulation is a serious disturbing element in main- 
taining a constant temperature in an incubating room. 

Alternating layers of three-quarters of an inch wood 
flooring and one inch cork with intervening layers of 
building paper are nicely suited for this purpose, the 
number of layers of wood and cork depending upon the 
size of the room; for instance, a room four feet wide, 
with a depth of six feet and a height of seven feet, re- 
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Fig. 1. Ineubating room. 


quires two thicknesses of one inch cork, with intervening 
layers of building paper. These layers are nailed together 
with the corners overlapping to make them perfectly air- 
tight. 

The door is made of the same material and the door 
casing covered with felt which make it air-tight and dust- 
proof. 

The entire inside of the room, i. e., the walls, ceiling, 
and door, is covered with a layer of transite (a com- 
bination of Portland cement and asbestos) and painted to 
prevent retention of odors and absorption of moisture. 
The heating medium consists of electric stoves arranged 
around the base of the room about three feet apart; the 
number depends upon the size of the room. 

These heating stoves are controlled by a solenoid; this 
in turn is controlled by an electro-thermostat which is 
actuated by a small electric stove mounted directly un- 
derneath it. All Wiring is enclosed in steel conduits to 
comply with the Board of Underwriters’ Regulations. The 
diagram showing the plan of wiring conveys a general 


idea of the plan followed. The arrangement shown would 


apply to a room with inside dimensions of height, seven 
feet; width, four feet, and depth, six feet. 

Proper ventilation is furnished by means of a ventilat- 
ing fan with ventilating pipes. These pipes are installed 
directly underneath the heating stoves on each side of 
the room, while another pipe extends along the ceiling and 
terminates in a hood containing the fan. The fan is di- 
rectly connected with the thermostat and controlled by 
same in such a manner that when the electric current 
passes through the heating stoves the fan is started and 


72*24 Heating Stoves 





Fig. 2. Diagram of construction of incubating room. 


continues to run as long as the current is passing through 
the stoves. Thus a perfect circulation of air is obtained, 
insuring a uniform temperature throughout the room. 
The shelves are installed so that an opening is left be- 
tween the walls and the shelves to allow circulation of air. 


Bacteriological Incubator, Electrically Heated 

The incubator shown is of a very substantial construc- 
tion and of a size suitable for use in the laboratory of a 
small hospital. 

A number of such incubators have been furnished by 
the Wilmot Castle Company, the manufacturers, to the 
United States Navy Department, who furnished the orig- 
inal specifications for its construction. 

In place of the water jacket that surrounds the incu- 
bator chamber in the standard design, there is a thick 
wall of insulation material which effectively prevents the 
radiation of heat. The electric heaters are placed in a 
separate base below the chamber and are located so that 
heat goes up through air passages in the back and the two 
side walls. Both the top and bottom of the chamber are 
perforated, and the circulation of air gives a more uni- 
form and constant temperature than the older methods of 
heating with electric units in the chamber itself. It also 
permits the use of the full capacity of the chamber. 
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The inner walls and frame are made of heavy copper 
and there are two doors, the inner one of which is of glass 
to allow inspection of the chamber. Dimensions are 9% 
by 12 by 9% feet. 





Castle electrically heated bacteriological incubator. 


A New Mechanical Rectifier 


Many devices have been placed on the market from 
time to time for the suppression of inverse current. The 
new apparatus shown here is a modification of a well- 
known type of rectifier, the outstanding features of the 
design being a considerable reduction in dimensions and 
a proportionately increased portability. 

Rectification has previously been obtained by using one 
revolving member made up of two or four revolving 
points, according to the number of contacts fitted to the 
interrupter, and this revolving portion has been generally 
in the neighborhood of ten to twelve inches in diameter, in 
order to give the necessary separation between the inverse 
and direct impulses. In modern mercury interrupters, 
there are usually four contacts, and consequently it was 
necessary to arrange two metal rods at right angles to 
one another, thus giving four revolving points. With a 
contrivance made on these lines, having a diameter of at 
least ten inches, it required a fair margin of power for its 
revolution, and, in order to safeguard the operator from 
accidentally coming in touch with the revolving points, it 
was found necessary to enclose the device in some protec- 
tive cover. This again added to the size of the instru- 
ment, so that, if anything, it was larger than the inter- 
rupter itself. 

No new principle is involved in the new rectifier. In- 
stead of one revolving portion, however, there are three, 
mounted vertically one above the other, and each one is a 
third of the diameter of the original pattern described 
above. The apparatus is, therefore, very much smaller, 
and is arranged within an insulating tube of about four 
inches diameter. This tube also serves to support the 
collecting segments, completely houses the revolving por- 
tion, and prevents illumination of the x-ray room by 
sparking between the collectors and revolving arms. 

The three revolving portions are connected in series, so 
that the inverse current, in its endeavors to pass through 
the tube, has to jump six gaps instead of two; but each 
gap is, of course, proportionately smaller, so that elec- 
trically there is no difference in the result effected be- 
tween the two designs. 
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Owing to its compactness and light weight, the appa- 
ratus has been found to be advantageous for use with the 
Field Service of the English Army Medical Department. 








Mechanical rectifier. 


Patient’s Bed Rest 


A new device to insure greater comfort to patients con- 
fined to their beds, either at home or in the hospitals, 
especially during convalescence, is being offered to the 
profession and the hospitals by the manufacturers, Lee, 
Scovill & Co., of Boston, and the surgical supply houses. 

The apparatus consists of a white enameled or mahog- 
any finished board 10 by 24 inches, with heavy wire rests 
on each side and a pair of straps. The straps are at- 
tached to the head end posts of the bed when the outfit 
is used as a foot rest to prevent the patient from slipping 
down the pillows. In cases in which the foot end of the 
bed requires elevation, the straps are attached to the post 
at the foot end and the board then acts as a head rest. 
When the patient desires a change of position, it is not 
necessary for him to call the nurse or attendant. All 
he has to do is to grasp the ends of the straps and either 
pull up or push down the board and refasten the buckles. 

It has also been demonstrated that the device is of great 
assistance in obstetrical work, and a special extra strong 
folding device is now manufactured for this purpose. 




















Lee, Scovill patient’s bed rest. 











